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HIS subject, I believe, was discussed at a meeting of the Pacific Coast So- 
ciety of Orthodontists at San Francisco in February and reported in our 
International Journal of Orthodontia in the May number. 

Orthodontic clinics for the poor are only in their infancy. I do not know 
how many there are in the United States, but I am sure there are very few. 

The work has just begun and so far, in our city, we have only scratched the 
surface. We have done very little in the past; this work is for the future. When 
one takes up this work, goes into the schools, examines these children and sees 
the need for orthodontic services, the work is appalling to say the least. 

The first dental clinic was established in Detroit in 1905, a few of the city 
dentists giving their services gratis. To Dr. George Burke we give the honor 
for his untiring efforts in the founding of this work. Only those who are in- 
terested in these institutions know the difficulties these men encountered in 
establishing this clinic. 

Grace Hospital supplied a room and the services of a nurse in training. A 
few years after the city council gave a grant of $5000 and this year $25,000 
was appropriated to carry on the work. We now have eleven clinics, the main 
-one located in the Board of Health building, one in Harper Hospital, one in the 
Franklin Street Settlement, one in the Neighborhood Club House, one in the 
Detention Home and the others located in the public schools in various parts 
of the city. 

When school opened in 1916, I went into the class rooms and examined 
about three thousand children and found very few with normal dentures. Some 
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had every tooth decayed, many had abscesses. In some cases these were dis- 
charging on the face, resulting in disfiguring scars. One case of necrosis was 
referred to an oral surgeon and a resection of the mandible was performed. ‘The 
parents of this child were ignorant and they kept a poultice on her face most 
of the time, even the school physician did not realize that the services of a 
dentist were needed. There were a great many cases of malocclusion; in fact, 
normal dentures were rare. Many cases of enlarged tonsils and high narrow 
arches with nasal obstructions were seen. In some cases the examples of neg- 
lect were pathetic. 

Our school physicians are not awake to the dental situation, and their 
knowledge as to what should be done and what can be done is meager, in fact 
some of them do not know what orthodontia means, they have never heard of it. 

I paid particular attention to the children in the schools for the deaf, schools. 
for the defective speech, schools for the mentally deficient, crippled children’s 
schools, and in the open air schools. I was particularly anxious to take children 
from these schools for orthodontic treatment for the reason that the Board of 
Health maintains a nurse in each of these schools and I could depend upon her 
to have the children at my clinic or if they were absent from class make a visit 
to the home and ascertain a reason for their absence. 

The teachers in these departments are specially trained and their coopera- 
tion is splendid. I was surprised to find on my first visit to the school for the deaf 
and the school for the defective speech how much these teachers knew of ortho- 
dontia and the necessity of the teeth assuming something near normal occlu- 
sion before they could get results in their line of work. The teachers in these 
various schools have usually done a good deal of educational work with the par- 
ents so that they are anxious to have these deformities corrected. 

The children in the schools for the deaf are no longer taught to talk on 
their fingers, but are taught to use their voice and read the lips. I have visited 
this school several times to get a general idea of their methods. With the aid of 
mirrors the child imitates the teacher in position of the tongue, shape of lips, 
etc., and with the aid of alighted candle she can teach the pupils breath con- 
trol by placing the candle in front, above, below, or at one side, and if the 
breath is exhaled properly, the candle will be extinguished. Of course this 
teaching is made easier if the child has slight hearing, and the voice has a better 
tone. In the totally deaf the voices are peculiar, but the teachers have produced 
some splendid results. 

It is impossible for the teacher to obtain the best results if the teeth are in 
malocclusion, so they resort to a substitution, using other parts of the mouth 
than the ones ordinarily employed. 

I have one girl under treatment who, although not born deaf, became so be- 
fore she could talk. The case is classified as mesioclusion with the loss of the 
lower first molars. After a year’s treatment the teeth assumed something of 
a normal relation and the voice has become quite intelligibie. 

In selecting your cases, if you are organizing an orthodontic clinic, I would 
advise you to choose those which you are sure will be a success because in a 
year or so after you will have something to show for your work. It is well to 
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take some cases where the teeth have affected the facial appearance as well as 
the efficiency of mastication and have photographs taken so these can be shown 
with models when the case is completed and the facial outline corrected. 

In regard to the making of masks, these are a splendid thing to have as a 
record of the work and also for use in educational purposes but to make them 
requires a long time. 

I have two or three cases of stammering, and in one case, particularly, ex- 
cellent results were obtained. The model is presented here to show what has 
been done. There are a great many imperfections, however. 

I have not been able to find much literature on the relation of orthodontia 
to stammering, but there is an article in the July issue of the Journal of the 
National Dental Association written by Dr. Green of New York in which he 
deals with speech defects. This is a splendid paper, and no doubt most of you 
have read it. 

Next fall we intend trying by the use of the dictaphone to obtain a record 
of the child’s speech defects. If successful, these will be very useful, as it is 
rather surprising how soon one forgets the actual defect after it is corrected. 
Sometimes we are apt to overestimate our results, and if the records could be 
obtained to which we could refer, it would be of great value in educational 
propaganda. 

I have had only two cases of mental deficiency. One case left me after six 
months’ treatment, the other case is still under treatment. 

This latter case was referred to me by Captain McGraw now with the 
United States forces in France. The patient’s permanent teeth were abnormal 
in shape and radiograms showed the laterals and the upper second premolars 
absent. Dr. McGraw was treating this child for cretinism with the extract of 
thyroid. The patient was sent to the Board of Education, to the psychologic 
clinic, where they have nurses specially trained in making the Binet examinations. 
This child’s chronologic age was 7 years, 6 months; his mental age 5 years. The 
lower and upper arches were opened up the width of a lower lateral, and at first 
the child apparently made splendid progress mentally. This improvement was 
only temporary, for when a Binet test was again taken it showed his real men- 
tality. 

Here is his record: 

At 7 years, 6 months,—2 years, 6 months below normal. 

Atl “ 6 

It is necessary that we have a Binet test before starting work on these 
mentally defectives if we want a complete and correct record, because appear- 
ances are very deceiving in these cases. 

This patient is still doing A First grade work and is classified as a high 
moron. 

We have in the same building a very competent nose and throat specialist 
so that all our cases are examined by him before beginning orthodontic treatment, 
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his findings are charted as a matter of record; and if a surgical operation is 
required, it is done at the minimum of cost and the maximum of efficiency. 

There is also an x-ray machine at our disposal so that impacted teeth may 
be located or in doubtful cases the absence or presence of unerupted teeth may 
be determined. 

All orthodontic work is done free, it is against the policy of the Board of 
Health to receive money for any dental service. I think this is a mistake. 
There is a tendency of the municipality to do too much for the individual free 
of charge. In some institutions a small fee is collected for each visit, this does 
not pay for the maintenance at all, but it lessens in a measure the appearance 
of charity. The patient ought to at least make a deposit with the secretary to 
be returned when the work is completed or at the discretion of the operator. This 
would prevent parents desiring this work just because it is free. If some of 
them had to pay five dollars they would not have it done, they have absolutely 
no conception of what it means. 

Very few patients have been lost after the appliance was once adapted, be- 
cause I am very careful in the selection of the patient, but if they paid a deposit 
one could be more certain of their regularity in attendance. 

The patient is required to bring a toothbrush to the clinic and it is kept in 
a test tube plugged with cotton. If his teeth do not show that he has taken care 
of them at home he is required to brush them before having his orthodontic 
treatment, and of course is shown the proper way to use the toothbrush. 

The nurse who assisted me formed what she called “The Blue Bird Club.” 
All the patients’ names were printed very artistically on a large piece of card- 
board. This was done by one of the iarger boys in his manual training class. 
If the patient’s teeth showed signs of proper care a star was pasted after his 
name and at the end of three months, prizes were given to those who had a 
star for every week. This bulletin was left in the reception hall, and it cre- 
ated a great deal of interest. 

The dental department sends out inspectors to the schools, both parochial! 
and public are visited twice a year. The dentists employed are usually young 
men just out of school, and they do not always recognize a case of malocclu- 
sion when they see it. In looking over the report for last year I find that the 
total number of children examined was 64,094 and the number needing ortho- 
dontia was reported as 501. If these cases were looked up, one would likely find 
that to be the number of those so bad that they would be incurable. They only 
seem to know malocclusion when the teeth are a hopeless jumble. Cases of 
malocclusion in the child of six are passed over, and those are the cases we 
should be treating, since we can take care of more cases in doing preventive 
work and the results are more satisfactory. 

We try to make our work in orthodontia cover more than the correcting of 
the irregularity of the teeth. 

When a patient is admitted for treatment he is examined for pediculosis 
and if present, we give them a printed slip with direction for the care of the 
same. We encourage the patient to come with hands and face clean, in fact 
we do not allow them to come dirty. Many of them come from homes where 
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they have no bath facilities, in those cases arrangements are made at the school 
for this, and both the patient and the parent are shown that we have more than 
a passing interest. 

In Detroit orthodontia has never been well presented to the public, but 
through our clinic next year we hope to do a little more. 

Arrangements are being made now to present this work to the senior nurses 
of the various hospitals in the form of a clinic and lecture course and in a 
general way present to them the science of orthodontia. 

This ought also to be taken up with the senior class in the medical schools 
and we may possibly have this presented to them also, but just now the Detroit 
College of Medicine is undergoing a change from a privately owned institution 
to one controlled by the city, so we will have to wait until the new officers are 
elected or the former ones reinstated. 

Another method is the public press, and by this I do not mean that the 
physician or dentist working in that particular clinic should use the daily papers 
to get a loi of free advertising. We had in Detroit a year ago a column in the 
daily News called “Bigger Better Detroit’”’ and each week the reporter wrote 
up the various institutions controlled by the city. When he got around to the 
dental department he called one afternoon when I was not in, looked around the 
clinic room, examined the models, etc., got a little information from some one 
else and wrote an article quite untrue. His story was very flattering. He at- 
tributed to my ability all the ideals I was looking for. 

We had in Detroit last month a “Better Babies Week” when mothers were 
invited to various centers to have their babies examined and receive instructions 
on their proper care, but so far as I know there was nothing said in regard to 
their teeth, and I do not think there were any of the dentists particularly in- 
terested in the work. There was a very valuable opportunity lost of imparting 
at this time important information as to the effect of food and diet upon the 


teeth directly, as well as upon the whole system, and of showing to the parents 
that malocclusion and other dental abnormalities are not the result of a condition 
arising in a short period of the infant’s life, but are probably the consequence of 
conditions extending over the entire developmental period of the child. 
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THE NEED OF ORTHODONTIC CLINICS OR ORTHODONTIA 
FOR THE POOR* 


By: E. Ricuarpson, D.D.S., San Francisco, CaLir. 


presenting this paper, it is my desire to impress upon you the great good 
that can be accomplished in clinic work, and it gives me more pleasure than 
I shall be able to express, to have been given this subject; as every day in my 
work there is brought home to me the vital need of impressing upon the minds 
of those engaged in our profession the necessity of cooperation with the med- 
ical profession, and this can be accomplished nowhere so well as it can be in a 
clinic. You are all aware of the extreme types of malocclusions of the teeth and 
facial deformities among the very poor. I discovered this fact in visiting the 
free medical clinics for poor children, and realized the benefit that could be 
accomplished in the treatment of many of these cases. 

In the past year it has been my privilege to organize two orthodontic clin- 
ics in children’s hospitals, and with the assistance of two orthodontists, about 
thirty-five children are receiving orthodontic treatment. The parents of these 
children are financially unable to pay the regular fee ofan orthodontist. Some 
of them pay from two to five dollars monthly for treatment, but many of them 
receive free treatment. A social record is taken of each patient before being 
received as a member of the hospital and only the needy are admitted. 

A complete record is taken of each patient’s physical condition by the at- 
tending physicians, and placed on file in the office for future reference. ‘These 
charts furnish us with a clear understanding of each case, which is of much 
value to us, and in many of the cases the physicians watch, with keen interest, 
the benefit derived from orthodontic treatment. | 

Our clinics are self-supporting, the orthodontists giving their services. We 
are provided with a room as are the medical clinics, and a waiting room in 
common for all the patients, with a nurse in attendance whose duty it is to take 
the names of all those who come for treatment in the different clinics, and we 
are each given a list of the names in order. We also have an assistant in the 
office who takes care of the list of names, so that each patient is waited on 
in turn. The operating room is equipped with a regular outfit necessary to 
carry on our work with comfort and convenience, and I am glad to report that 
the patients keep their appointments and seem to appreciate the work that is 
being done for them. 

A few hours one morning each week is all the time required to give to each 
clinic, and it gives one a satisfaction that is truly worth the sacrifice of time 
and energy, as it takes care of the many poor suffering little children who would 
otherwise be neglected, not, mind you, through lack of interest of the parents, 
but through want of means. 

It is my firm belief that in any profession, one’s own progress or success in 
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life is aided by one’s interest in humanity. What greater good, I ask you, can 
be accomplished than to devote a few hours each week in administering to the 
poor undeveloped ill-nourished children whose future career may depend upon 
the correction of mouth breathing, malformed arches, and malocclusions of 
the teeth? 

The esthetic appearance is also of much importance, and it no doubt is of 
great value for the future success of the individual, as it may handicap him in 
obtaining his chosen occupation. Think of the importance of this phase alone. 
Does it not seem almost imperative that these children should receive our help? 
By establishing normal breathing and better mastication, we can, I believe, add 
fifty per cent to the child’s fighting chance in life, thereby giving him more 
resistance to combat disease. 

Clinic work in children’s hospitals reaches the masses, it brings our work 
before the medical men, especially the rhinologists, and with their cooperation 
we can prove to them conclusively that our work is of the greatest benefit both 
mentally and physically to the individual. 

I could cite case after case of extremely nervous patients who have been 
treated and greatly benefited in our clinics, but as you are all familiar with the 
gratifying results of orthodontic treatment, it is not necessary to mention them 
here. 

Many of you no doubt are giving your valuable time and services in office 
hours, to worthy cases. ‘The steadily rising standard of our profession is no 
longer adequate to meet the many demands made upon it by many of the patients 
mentioned. Is it not better to give a few hours one morning each week to 
care for a number of cases that would never come under your observation were 
it not with your connection with a children’s hospital clinic? Also by your con- 
nections with these hospitals the medical men soon learn the value of orthodontic 
treatment to those who are in need of it, and is it not gratifying to have the 
hearty support and acknowledgment of the medical profession of the value of 
our services to these patients? Is there a better or surer way in which the re- 
sults of our work can be made manifest? I leave this with you for your con- 
sideration, friends, and I feel that you will conclude with me that there is no 
better way, as it will form permanent pathways of response to the greater 
and better things in life. 
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DISCUSSION ON THE PAPERS OF DR. E. E. RICHARDSON 
AND DR. F. A. FLETT 


Dr. George F. Burke, Detroit, Michigan—It is very gratifying to have the essayist 
credit me with the establishment of an orthodontic clinic for those unable to pay. While 
I am willing to assume responsibility for the suggestion, the credit for actually installing 
this clinic really belongs to the Detroit Board of Health. At the time this question of 
putting in this clinic was up for consideration, the oral hygiene committee of our local 
dental society was very active; it had both funds and a willingness to work, and splendid 
support was given to this movement. 

The mouth hygiene work in Detroit has apparently won for itself a very secure place. 
The various women’s clubs, the poor people and the people of means all support this work. 
Since this movement was first started some six or seven years ago the people generally 
have had the feeling that funds spent for the purpose of educating people in this field 
were well expended. The activities along this line not only cover the orthodontic clinic, 
but provision is made for systematic inspection by dentists of the children in both the 
parochial, and public schools. In addition there have been established a number of dental 
clinics that take care of those unable to pay. A recent report covering the school year 
just closed shows that about forty thousand visits were paid to those clinics, about two 
thirds of which were from oid patients, and the remaining one third were new patients. 

Detroit in some respects has approached this subject along advanced lines. Especially 
is this true in the matter of inspection, as our mouth examinations are made by trained 
dentists. In some localities this is done by school physicians, which is bad practice. 
Where this work is done by medical men they mistake permanent molars for temporary 
teeth. They overlook so many of the aveolar abscesses, so much caries, and have so poor 
an understanding of occlusion, that they never detect much malocclusion which should be 
treated in early childhood. In short, mouth examinations should be made only by those 
who have a thorough knowledge of dental anatomy and pathology, therefore accurate work 
in this field requires the service of a dentist. 

The essayist has spoken of -the orthodontic clinic conducted by the Health Board 
and intended for those patients unable to pay. From time to time I have observed the 
progress of this work, and it is surprising to see what splendid results have been accom- 
plished. A great many people believe that in order to get satisfactory results in this work 
that it is necessary to have a highly intelligent parent back of the patient in each case. 
The visiting nurses through their visits, and follow-up calls, tend in a considerable degree 
to offset the indifference and ignorance on the part of the parents. 

It has seemed to me that teachers and nurses referred those pupils to the ortho- 
dontic clinic whose cases seemed to be most in need of treatment, and whose scholarship 
was good. The appreciation on the part of these parents for services rendered is gen- 
uine. And, as many of the cases treated are extreme, and as the people receive this service 
free, the mothers of these children are very generous in their expression of gratitude. 

Two teachers in the employ of the Detroit Board of Education, who devote their time 
to those children having defective speech, were responsible to a considerable degree for 
the starting of this clinic. They held to the idea that in some instances the faulty speech 
of the children in their charge was due to malocclusion of their teeth. The splendid im- 
provement that has foilowed the treatment of some of these cases shows that they were 
justified by their opinion. 

‘When our work in mouth hygiene was first started several years ago, the local dental 
society, composed of a membership of four hundred, donated a sum of three hundred dol- 
lars for the purpose of aiding in the effort to start our work. This money was used both 
in having prepared five hundred petitions, and in mailing educational matter to the mem- 
bers of the Common Council and Board of Estimates. Visits were paid to the editorial 
offices of various city papers, and their support was received. Especially were the news- 
paper managers eager to lend their aid when they saw that many of our petitions were 
headed by the largest merchants in the city. 

The annual appropriation for mouth hygiene in Detroit has risen from five thousand 
to twenty-five thousand in the period of six years. Children are caring for their teeth 
much better than ever before. Green stains on front teeth, broken incisors and odontalgia 
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are not so common in Detroit and the school children are taking much greater pride in 
their personal appearance. Mouth hygiene will do for the dental profession, what pre- 
ventive medicine has done for the medical profession—place it on a higher and more useful 
plane. 

Dr. T. E. Purcell, Kansas City, Missouri—The subjects which have been discussed 
in these papers appeal to me as being a very important phase of our work, particularly 
the education of the laity as to what our members are doing in the various orthodontic 
clinics throughout the country, and the methods by which the public is reached. 

We should recognize the fact, as professional men, that this is a matter about which 
sociologists are talking so much nowadays—namely, uplift work or preventive charity 
which must be paid for by the general public. If the public does not pay for the work 
which is being done in clinics, they will pay for it in the institutions of reform, the 
poorhouses and the hospitals for the poor, which are maintained by the public. According 
to sociologists, the work which has been outlined here by the authors of these papers, 
should be considered in the light of preventive charity which is the ideal charity. We 
might give our time and attention to a certain class of people in doing work for them of 
this kind without compensation, and by so doing, we may do the individual good, yet at 
the same time we might be doing society harm, and that feature of this subject should 
be realized. The benefactor may be actuated by the highest motive and the recipient ben- 
efited by an act of charity, but society will doubtless be harmed through that individual. 
For instance, | may give a poor man a dime to buy food, but if he finds it easy to get the 
ten cents, he may decide not to work and become a pan-handler. Therefore, society 
had been injured although the individual has been benefited and the dispenser of the char- 
ity has exercised real charity. If we give our time and attention to the treatment of these 
cases with a view of bettering their condition, it is much better for these patients to pay 
something than for us to do the work for them free. 

I wish those of you who are present and have beard these papers will give us your 
opinions and your experiences for the benefit of others here. There are many dental 
practitioners who are engaged in this work, and who have had experiences which will be 
of benefit to all. I hope it will not be necessary to call on any particular one but that 
you will each volunteer to speak on this interesting theme, and I know the members of 
the Society will want to hear from Dr. Dewey. Dr. Dewey has studied this subject in his 
visits from coast to coast and therefore can give us some good suggestions. 

Dr. Martin Dewey, Chicago.—My experience with orthodontic clinics has been in 
several different clinics, and as Dr. Richardson and Dr. Flett have said, this is a subject 
of vital interest to the dental profession, and in my visits to different clinics I have 
observed many of the different things they have mentioned. 

There can be no question as to the value of orthodontic services to the community 
as a whole, but there are certain individuals who are better able to take care of themselves 
and who can afford to pay nominal fees for the services rendered. The trouble with 
orthodontic service in times past has been that those people who know about orthodontia 
have sought the services of an orthodontist because of the esthetic side. A mother, for 
instance, brings her daughter to us for the purpose of having her teeth straightened as she 
wants the child’s appearance improved. In other cases there may be less facial deformity, 
but more malocclusion, and we may spend hours in talking to such a patient and yet fail 
to convince the parents that the condition or conditions should be treated. In public 
clinics a good deal can be done to increase masticating efficiency; in some we get spectac- 
ular results by treating cases of facial deformities, but they often are the ones who leave 
before treatment is completed; which does not enable us to build a system of records. 

The system Dr. Flett outlined is valuable and we should have enough data accu- 
mulated so that we can go before a medical board, a hospital, or medical college and show 
the advantages of our work, which would lighten our burdens, but whatever plan is pur- 
sued, I think the orthodontic clinic should not be an absolute charity. My experience with 
these clinics has been that before the work is started, if the patient is not compelled to pay 
a fee you hardly ever get the case finished and unless the case is finished your records 
will be useless and you will not achieve the object you are striving for. 

Another side which the dental profession as a whole fails to realize in connection with 
these clinics is the benefit to the individual in charge, the man who works in the clinic. 
Medical men spend years of time in hospital clinics and giving their services absolutely 
free. Dentists as a class have never reulized the full value of the knowledge they gain and 
the skill they acquire by working in clinics. In this respect the knowledge they gain from 
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coming in contact with clinical cases is invaluable, and in many instances they will en- 
counter a class of cases presenting pathologic conditions and abnormalities that are not 
met with in daily practice. Such experience wi!l broaden them and do them a great 
amount of good professionally. 

From a purely selfish standpoint, I think the dental profession and orthodontists 
should pay more attention to clinical work because they have a chance to learn, and there 
is probably nothing that will advertise a professional man so much and give him stand- 
ing in the profession and help him to reach the people who are not educated in other 
lines as doing clinical work. 

While we are liable to think that people associated with orthodontic clinics and giving 
their services free for the time being are making great sacrifices, yet it pays them in the 
end from a purely selfish standpoint. I mention these things because my experience and 
observations in so-called “dental clinics” have been that the members of the dental profes- 
sion take a wrong attitude towards them. They think of giving something without any 
return. As a matter of fact, the services given at clinics will be one of the biggest returns 
and one of the biggest rewards you can get. There is an old biblical saying that “bread 
cast upon the waters will return to you,” and that is true of orthodontic and dental clinics. 


The question of the public press has been mentioned. There is no question that the 
public press is a valuable adjunct, and probably any kind of article in the public press will 
do some good, but other articles, unless written by competent persons, will do lots of 
harm. Dental articles in the public press should be censored or edited by dental men 
before they are published. I recall an article written for the public press by a prominent 
medical man who should know better, but who made a great mistake in saying all of 
the permanent teeth erupt after the deciduous teeth are lost. Had a dental man edited 
such an article or censored it this would not have happened. 


What the best method of organizing orthodontic clinics is I do not know. That 
will depend upon conditions, whether they should be under the control of the Board of 
‘Health, or whether they should be connected with large hospitals of the city. Probably 
there are two sides to the question. Both are correct, and they should be in both places, 
but, it seems to me, the trouble with anything under the control of the Board of Health 
is that it is apt to be a mere political proposition and would be more or less unsatisfactory. 
An orthodontic clinic to be the success that we want it to be should be such as to enable us 
to get records. Such a clinic must not be under the control of politicians, and the man who 
takes charge of the clinic should have a permanent position and not be governed by changes 
in politics. Let us take other departments of the Board of Health, like sanitation, public 
school inspection, and things like that, a man finishes his work as he goes along. If after 
working a year and becoming accustomed to the work he has to give up his job as a result 
of a change in administration, it is a great, hindrance to good scientific work. 

As to clinics in our large hospitals, where the positions of the men in those hospi- 
tals are more or less permanent, I believe under proper medical administration these ciinics 
will be more of a success. 

Then again, we must impress upon the public that the correction of malocclusions 
is a sociologic problem. To a certain extent the dental profession has been expected to 
carry on these clinics unaided. If some plan can be pursued to interest the people with 
philanthropic tendencies to make donations and establish orthodontic clinics, it would be 
much easier, for these things belong to the public, and the people will have to be educated 
to the importance of orthodontia for the poor. The only way to impress the people is by 
the establishment of a few clinics and the accumulation of records showing the excellent 
results obtained, which will prove the work is beneficial and essential and not a fad. 

Dr. Richardson.—I have nothing more to say except that I think it is a great ad- 
vantage to be in a children’s hospital clinic. If you have the support of the profession 
it is a great help, and there is usually a dentist in the same hospital who will refer all 
cases to the orthodontist before extracting, which is also helpful. 

Dr. Flett—In regard to the Board of Health it depends upon the supervisor you 
have. I supervise my own department. We have a dental supervisor for the whole de- 
partment, but he allows me to do just as I see fit. If you had a supervisor who wanted 
to run the department without consulting you in any way, you would not- work very well. 

We had a local medical clinic a short time ago and a rhinologist showed me some 
of the cases that he had operated on, and he asked to see a few of my patients. I consented 
and went along with him. It was pitiable to see what little knowledge that medical man had 
with reference to orthodontia. He knew nothing about it whatever. He asked me the most 
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ridiculous questions, and although we do not expect medical men to be right up to the minute 
on orthodontia, yet we expect them to have a better knowledge than most of them have. By 
conducting these clinics we will get orthodontia presented to the people in the proper way. 

I would like to show you some models of cases’ of stammering which have improved 
considerably after treatment. 

This case was a boy, 16 years of age, who stammered. He was sent to a school for 
stammerers, but was not benefited very much until we put on an orthodontic appliance. He 
was under treatment for two years. This is the case (See Figs. 1 to 4) after two years’ treat- 
ment. The case is not completed, but the boy has been discharged from the stammering 
school. He talks now without any difficulty whatever. 


Pig: Fig. 2. 
Fig. 3. Fig. 4. 


WHEN IS THE IDEAL TIME TO CORRECT MALOCCLUSIONS* 


By W. M.D., D.D.S., Orrvawa, CANADA. 


HE reason for my attempting this paper is that the teaching we have fol- 

lowed I think is, at least, a bit misleading. Let me quote from Angle’s 
Malocclusion of the Teeth, 7th edition, page 311: 

“The author is more and more impressed with the advantages of beginning 
the treatment early, just as soon as malocclusion is manifest. ‘Then Nature is 
puttmg forth her best efforts; then growth and repair are most rapid and the 
surrounding tissues most yielding; then slight force is sufficient to gently direct 
each erupting tooth into its correct relation with the line of occlusion. Unless 
some unusual physical conditions of the patient exist, it is unquestionably a 
serious mistake, without the least argument in its favor, to defer the operation 
until all the teeth shall have erupted, a time-honored custom still often advo- 
cated and followed by dentists.” 

Dental Cosmos, September, 1916, page 971: “Another important point 
should also here again be emphasized, namely, that children with developing 
malocclusion, which is always progressive, should not be put off on one pre- 
text or another until they have reached the age of fifteen years, or until maloc- 
clusion and maldevelopment shall have about reached their maximum, but that 
treatment should be begun promptly as early as it is manifestly required, even 
in the deciduous denture, for at this early period is undoubtedly offered our 
greatest opportunity for the ultimate establishment of normal development and 
function of the permanent denture and all its associated parts.” But notice 
Angle’s views in this sentence: “Yet I would at the same time also emphasize 
that the needless interference with child dentures, now so often done, can not 
be too strongly condemned.” 

Pullen in Johnson’s text book of Operative Dentistry, edition of 1908, page 
606, says: “Any arrested or deficient development of the arches of teeth may 
be diagnosed in advance of the permanent dentition, and should be stimulated 
to normal growth and development as early as the age of the patient will allow 
the wearing of delicate arches and bands for the purpose. 

“Except for mesial or distal occlusion of the deciduous arches of teeth, 
the arrested lateral development of the arch is a condition most commonly 
demanding interference by the orthodontist. 

“The lack of mesial and distal spacing between the deciduous incisors and 
cuspids at about five or six years. of age is a very certain indication of a lack of 
anterior development sufficient for the proper eruption of the permanent teeth 
succeeding them. 

“Tf the deciduous arch needs widening, it is better to perform this opera- 
tion some little time before the roots of the deciduous molars have begun to 
absorb, since the crowns of the permanent bicuspids are enclosed. within the 


*Read before the Alumni Society of the Dewey School of Orthodontia, Chicago, Ill., July 30-31, 1918. 
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roots of the deciduous molars, and the result of the expansion will be to move 
the crowns of these permanent teeth as well as the deciduous teeth and sur- 
rounding alveolar tissues into a larger arc, at the same time affording a gentle 
stimulus to the normal development of the arch. 

If treatment is delayed until just before the time for shedding of the decid- 
uous first molars, the roots of these teeth being almost absorbed, can afford no 
resistance to the appliance in expansion, and the crown will be shed before any 
expansion can be accomplished in this region, which will then delay the widen- 
ing of the arch in this region until the permanent bicuspids are fully erupted, 
there being no other means of anchorage in the meantime, except what may be 
possibly obtained through the ligation of the deciduous cuspid, which many 
times is prematurely shed. 

“The author has obtained the best results in arch development between 
the ages of six and eight years, and in some cases still younger, especially where 
a mesial or distal occlusion seemed inevitable. 

“Tt is reasonable to suppose, from the rapidity of development of the alveo- 
lar process during the primary stages of eruption of the permanent teeth, that 
the movement of the deciduous teeth some little time previous to the period 
when absorption of the roots of deciduous cuspids and molars is about to be 
initiated, conforms most nearly to a natural and physiologic process, and that 
the amount of absorption of alveolar process in advance of moving teeth is com- 
paratively slight, the change in these structures being analogous to the natural 
developmental changes which would occur in case no arrest of development had 
been observed.” 

Vernon Fisk, Oral Health, April, 1918: “If, at five or six years of age, the 
natural spaces have not appeared between the temporary teeth, the larger per- 
manent ones which begin to appear about this time, will not have sufficient 
space to erupt evenly, and will be crowded. Irregularities of the teeth and mal- 
formations of the jaws often become manifest before a child is six years of 
age. As the bones in which the roots of the teeth are implanted are less dense 
in young children, operative procedure for the correction of lack of development 
and malformation of the jaws should be undertaken and completed, if possible, 
before the permanent teeth appear. By spreading the temporary teeth early, 
the crowns of the permanent ones which are held by the roots of the temporary 
teeth are drawn into positions which nature intended they should occupy. In 
this way irregularities may be prevented which would otherwise be inevitable 
and the benefits accruing from an entirely efficient masticating apparatus will 
be of great importance. Often parents are advised to wait until the permanent 
teeth have all come in before commencing treatment, thus increasing the deform- 
ity and making more difficult its correction. The earlier nature is assisted in 
establishing normal development, the greater will be the certainty of the teeth 
remaining in the positions in which they are placed. The correction can not be 
commenced too soon. If other bones of a child’s body are malformed, would 
vou wait until the child becomes a man almost before making an effort to have 
the deformity corrected? Certainly not. Then why wait if the bones of its 
face are malformed? The dentist who will not make an effort to correct these 
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conditions early, or refer you to one who will, is not doing his duty. Irregu- 
larities of the teeth affect the health, appearance and prosperity of the individual, 
therefore, if your child’s teeth are crowded, consult your dentist, or if possible, 
an orthodontist now.” 


Dewey says: “There are so many conditions to take into consideration, but 
in a general way, malocclusions should be corrected as soon as they are present.” 


Lischet comes nearer a definite understanding when he says in Orthodon- 
tics, page 138: “The recent experiences of many practitioners have led us to a 
keener appreciation of the ‘golden age for treatment,’ by which we mean that 
time in an individual’s life when the change from the temporary to permanent 
dentition takes place. This covers the period from the sixth to the fourteenth 
year. In rare instances (those cases which early exhibit a tendency toward 
extreme malformation of the jaws) it has been found advisable to begin treat- 
ment prior to the sixth year. And in most cases of mesioclusion or distoclu- 
sion, it is best to institute treatment as soon as it can be diagnosed, i. e., immedi- 
ately after the eruption of the four first permanent molars. 

“The establishment of the alveoli and the complete calcification of the roots 
of the teeth; the development of the temporomandibular articulation; the length- 
ening of the rami.and the development of the body of the mandible—all these 
are considerations which must be reckoned with. 

“Page 143, To the question then, Is early treatment always advisable? the 
uniform reply is Yes. Should postponement of treatment be desirable in a 
given case, the operator should be accorded the privilege of the decision.” 

These opinions I believe are not definite enough and advise too much early 
interference, although Angle advises against the “needless interference with 
the child dentures, now so often done.” 

To know when the proper time has arrived to begin correcting a case of 
malocclusion is the most important part of the work, equally as important as 
retention, for if begun at the proper time retention will be an easy problem. 

Unfortunately for us younger orthodontists there has been too much advice 
along the lines of early interference. This is no doubt due to the very early and 
misleading advice: to let all the permanent teeth erupt before commencing their 
correction. The pendulum of progress swung too far in the direction of late 
interference ; now we have it swinging too far in the opposite direction. What 
we want is a sane intermediary balance; that teaching which will apply to per- 
haps 95 per cent of the cases we are called upon to treat. 

Let us give Nature a chance. Don’t be in too great a hurry to start a case, 
- but keep it under survey until you think the ideal time has arrived. Have the 
little patient report every five or six months to see if Nature is doing her work, 
or the ideal time for assisting nature has arrived. Of course if we leave a case 
till the patient is too old we deserve as much censure as for starting it too soon. 
There are enough cases left for “Nature to do the work” where it is impossible 
for Nature to act unless she is assisted in her efforts. 

Because a child’s deciduous denture is not well developed at six and one-half 
years does not mean that at seven or seven and one-half years it will still be 
underdeveloped; natural conditions may so change during this interval that the 
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mandibular and maxillary arches may develop to normal proportions. You have 
corrected cases of underdeveloped dentures in patients of eleven years whose 
facial expression when you were finished was that of being “all teeth,’ or as 
one patient expressed it to me, “when Miss H. smiles there is a rush of teeth 
to her face.” ‘The same case, a year, or a year and a half later, may be altogether 
different ; the facial bones and the whole system have developed to such a degree 
that the jaws and teeth are in harmonious relation to the surrounding tissues. If 
Nature should fail in her efforts at eight, or nine, or ten years of age, to produce 
a normal denture is the patient much inconvenienced, and can we not get as good 
permanent results at eleven years as by beginning three years sooner? By too 
early guiding the teeth into normal occlusion we have a term of treatment covering 
from five to seven years and in how many cases have you, after making a 
retainer which should, if it worked according to Hoyle, cause the permanent 
bicuspids to erupt buccally, whereas they erupted with the lingual cusps to the 
lingual of the retaining bar and you had to adjust your retainer to move those 
teeth buccally. 

In those cases of severe malocclusion which may interfere with the young- 
ster’s ability to masticate its food or breathe properly or affect its general health 
in any way, then we can not start too early, but remember you are not through 
with those cases until all the permanent teeth anterior to the first permanent 
molars are in proper occlusion, and that may mean a case extending through a 
period of six years or even longer. Sometimes too we have to guide the second 
permanent molars which erupt at about twelve years into normal occlusion. 

Let us remember that the less complicated, the fewer, and the shorter time 
appliances are on our patients’ teeth the better for them, and us too. We must 
not do anything which will destroy the enamel or the soft tissues surrounding 
the teeth. We know how difficult it is to keep patients’ teeth absolutely clean 
and to prevent decalcification of the enamel unless the alignment arch lies 
against a metallic covered enamel surface. We know the evil results of ill- 
fitting bands, plain or clamp, which do not correctly follow the gingival gum 
margin. We must remember that the enamel surfaces of the teeth are not im- 
proved with metallic bands cemented over them for long periods. Then why 
should we keep appliances, either active or passive, on any longer than is abso- 
lutely necessary ? 


Now when is the ideal time to correct a malocclusion in the vast majority 
of cases? Is it at eight or nine or ten or eleven years of age? We can not give 
the time in calendar years, for one child at nine and one-half years old may 
have its permanent teeth erupted to the same degree as another child at eleven 
or even a little older. In my opinion the ideal time to begin, is when the first 
bicuspids in both upper and lower arches have erupted just far enough to place 
narrow bands on them, if this be necessary, whatever the age may be. They 
can then be guided into correct positions easily and will remain where placed. 
With their eruption the cuspids are likely ready to erupt or indeed may have 
come through. 


When we get cases similar to those described, how many of us are sorry 
we did not get them sooner? Most of us are sincerely thankful we are not 
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obliged to perform nursery stunts as well as correct the malocclusion. No mat- 
ter how difficult the case, you feel satisfied you can finish it in a satisfactory 
manner and bring about normal occlusion without taking too much time. The 
child is old enough, too, to follow your instructions more faithfully than a 


younger patient. 

Some may claim, and rightly too, that those cases of older patients require 
longer retention. Granted that they do, I would much rather take care of retain- 
ers on a child of twelve or thirteen than on a younger one. 

With a condition approximating what I have described you can expand 
the arches, move them into normal mesiodistal relation, correct infra- or supra- 
occlusion, bring about nice facial development and when you have finished after 
fifteen to twenty months’ time and placed a neat retainer you are not worried 
about what the teeth that are to erupt are going to do. You have them in their 
place now and in time for the natural development of the child to build up 
the structures surrounding them. The cusps of the teeth present are interlock- 
ing and with physiologic conditions as to respiratory passages, muscular action 
and all the conditions necessary to maintain normal occlusion, your case is 


finished. 
DISCUSSION 


Dr. T. E. Purcell, Kansas City—You have heard this excellent paper on a subject 
that ought to bring out a good and free discussion. I am sure that some of you will agree 
and others will disagree with the essayist in some respects. I think it is unfortunate that 
we have not had some one selected to open the discussion and be familiar with the paper. 


Dr. O. H. McCarty, Tulsa. Oklohoma.—I know Dr. Bradley well enough to disagree 
with him, and know it will not hurt him a bit, but there was one thing touched on in 
the paper that I want to bring out in the discussion as forcibly as possible ior my own 
benefit. Dr. Bradley disagrees with the early treatment in mesic- and distoclusion cases. 
I have only been doing this work about three years, but I find we can take a child three 
or four years of age and within a short time correct a mesioclusion or a distoclusion with 
very good results. I have not had the time yet to know whether it will remain that 
way. 

Dr. T. E. Purceil.—This matter of the second and third class of malocclusions is 
an important one. There is a good deal of room for discussion on that phase of the 
paper. 

Dr. Walter S. Sargeant, Toledo, Ohio—I think a case of mesioclusion should be 
treated as young as the patients will permit the orthodontist to work on them, thus prevent- 
ing overdevelopment of the mandible; but in cases of distoclusion I have much more satis- 
factory results treating them after the first permanent molars are in place to aid in reten- 
tion. In many cases the interlocking of the cusps of the deciduous teeth is not sufficient to 
hold normal occlusion after it has been established and retained for a considerable time. 
The corrected arch relation may stay for several months, then it will begin to slip back to 
its former position. 

We also find a large number of broken-down deciduous teeth in which the restora- 
tion furnishes no interlocking of the cusps to aid in maintaining normal occlusion. 

I should like to know what the experience of others has been as to the position of 
bicuspids in patients where the deciduous arch has been expanded considerably. In my ex- 
perience I find them often rotated, in fact so frequently that I thought the expanding of 
the deciduous arch had something to do with it. 

With this in mind, I have found it advisable to make it clear to parents that when I 
take a case of this kind, further treatment may be necessary when the bicuspids erupt. 

Dr. Charles R. Baker, Evanston,’ Illinois—I am not a member of your Society 
but am glad to have this opportunity to hear your interesting papers. I have not much 
to say in discussing Dr. Bradley’s paper except that personally, I am in favor of correcting 
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irregularities of the teeth as soon as it can practically be accomplished. As long as there 
is abnormal development of the jaws due ‘to abnormally located teeth these abnormal 
conditions will interfere with a normal development of the rest of the face, particularly 
the adjoining tissues. If the patient has an unusually narrow upper arch, it is but natural to 
expect this condition to affect the development of the tissues connected with the upper 
jaw. If the orthodontic treatment is deferred, the result, both as to occlusion and 
harmony of the face will not be as good as if early treatment were given. I think we 
should guide the erupting teeth into their proper positions instead of allowing them to 
erupt abnormally and correct them later. If we help the teeth to erupt normally, the 
teeth are easier to move than later, on account of the smaller amount of root development 
and because they do not need to be moved through dense alveolar process that develops 
rapidly around the roots. I would not wait until the first bicuspids erupted before 
widening an arch, for if the anterior teeth are crowded and irregular, they should be 
placed in normal positions as scon as possible, during the period when growth of the 
tissues in that region is rapid. The widening, or moving buccally, of the deciduous 
molars usually carries the bicuspids along. I have had a number of cases in which there 
was mesioclusion in the deciduous dentures and have treated these little patients at the age 
of three or three and a half years, a favorable time, due to the fact that the roots of all 
of the deciduous teeth are usually fully developed at this time, and the later results when 
the permanent teeth erupted have been gratifying; the development of the face normal. 

The reason that the jaws seem too large for the face after having been expanded, 
as Dr. Bradiey stated, is probably because the jaws were much too small previously and 
this fact had prevented the normal development of the upper part of the face. If the 
jaw are enlarged soon enough, at the time of rapid development. of the tissues of the 
face, the final result will be a harmonious face. 

The essayist suggested that some cases be examined at intervals of six months pend- 
ing treatment. If cases are to be examined from time to time, the intervals between exam- 
inations should not be as long as six months; three months is sufficient, for in six months 
I have seen a number of cases change from simple to complicated malocclusion. 


Dr. John W. Kirby, Chicago.—I should like to add a word in regard to the early 
treatment of cases of malocclusion. As 1 understood the essayist, he referred to all cases 
in general, and my remarks will have reference particularly to the cases where extraction 
of the deciduous teeth has taken place. In my general practice, I see hundreds of cases 
of extraction of baby teeth that many people think ought to be extracted, and if the 
treatment of these cases of malocclusion was left until the premolars came in, it seems 
to me it would be altogether too late. I do not mean altogether too late, but we have 
oftentimes devoted a lot of extra work to the treatment that would not have been neces- 
sary if the child had been taken early. That is one point I would like to make and emphasize. 


Dr. A. C. Gifford, Oshkosh, Wisconsin—In speaking of the ideal time for treat- 
ment, I will say that cases differ so much in tooth eruption that I do not really believe 
there is an ideal time for treatment. You can not set any particular or definite time for 
treatment. The ideal time for treatment, I agree with Dr. Bradley, is when the 
premolars have erupted enough to permit bands to be adjusted or before the roots of the 
temporary teeth have been absorbed. That would be two separate times for treatment, so 
you could not exactly say there was any ideal time for treatment in my estimation. 
Conditions in different cases vary. Development is different in some patients. 

I have had the same experience that Dr. Bradley has had in moving temporary teeth 
and finding when the premolars had erupted they were straddling my wire retention. It 
made more treatment and very often lengthens our process to take the case at the time 
the temporary teeth are about to be lost. 


Dr. Max C. Ernst, St. Paul, Minnesota—I would like to bring up one point in 
connection with this discussion. Dr. Morison of St. Paul has done a great deal of 
work and study along the lines of occlusion and formerly did a great deal of orthodontia. 
He claims to have had some remarkable results by instituting a proper system of diet 
and improving function in these cases where there was a lack of development at the 
age of six to eight or nine, or even older in the permanent set of teeth. He says he 
has had some excellent results from this plan. There would seem to be some chance 
to look into the diet and into the functional end of, our’ work in order to get the 
teeth to functionate properly and thereby get greater development of the tissues surrounding 
the teeth. 
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Dr. Martin Dewey, Chicago.—It is rather an unkind thing to ask a man to read a paper 
and then disagree with him in nearly everything he has said. I will admit that Dr. Bradley 
has set forth the reasons very clearly for writing this paper, for too much has been 
written regarding the early treatment in a general way, and the difficulty comes, of 
course, in trying to select the same time for all cases. 

The other day I received a letter from a man who has written a great many papers 
on early treatment. He claimed that any case of malocclusion could be diagnosed from 
the deciduous set of teeth, about five and a half years of age, and all deciduous arches 
should be expanded according to the judgment of this man. Such advice as that is 
absolutely wrong because you can not always tell the proper development of the arches 
at five and a half years of age as Dr. Bradley says. There has been too much inter- 
ference with deciduous arches without giving nature a chance. Deciduous arches are 
not the only things in cases of malocclusion indicating lack of development or lack of 
space. On the other hand, if you have abnormal cusp relation of the teeth and it is mesio- 
or distoclusal, it can not be corrected too early, even at three and a half, four, or five 
years of age. The correction of the distal or mesial occlusion will have an effect upon 
the permanent teeth and help get them in proper occlusion, that does not mean there will 
be no other malocciusion. Because you correct the distal occlusion in the deciduous teeth 
it does not necessarily mean you would not have neutroclusion of the permanent teeth. 
Because a man had typhoid fever years ago is no sign that he will not have pneumonia 
next year. The etiologic factors of malocclusion should be taken into consideration. 
You may be certain in a case of mesio- or distoclusion of the deciduous arch and in any 
case where the cusp relation is abnormal, regardless of the age of the patient that it 
should be corrected. To go the other way and put the eruption of the premolars as the 
basis for beginning treatment is quite wrong because a great many cases of malocclusion 
are absolutely dismissed and finished before the premolars ever erupt. I know that 
there is a tendency not to treat the deciduous arches, a tendency against subjecting small 
or young patients to treatment by putting on orthodontic appliances. When properly 
constructed, an orthodontic appliance should not cause pain or inconvenience to the patient. 
Pain can be absolutely eliminated. I am against the treatment of deciduous arches for 
the only purpese of developing those arches when no actual malocclusion is present; 
because the permanent tooth germs have to unfold themselves during the process of 
eruption and when the permanent teeth begin to erupt the deciduous arch may develop 
as it should. We have altogether too much needless interference with deciduous arches, 
for you can wait until the first permanent tooth makes its appearance. If it has not room 
at that time the arch can be expanded and you can expand the arch in the canine and 
deciduous molar region and make room for the incisors and from that time on a 
great many of these cases will not need any other attention. You have started develop- 
ment and nature may keep it up. If you wait until the premolars erupt you have that 
many more teeth to move. You must realize in some of these cases that you expand the 
deciduous arch to make room for the deciduous incisors and it stops there and the 
premolars come into occlusion. 

In producing the expansion of the arches, you increase the nasal space. This is an- 
other group of cases which must be begun early. Admitting the possibility that you may 
put an appliance on a deciduous arch or molars, and move the deciduous molars without 
expanding the premolars; that can be prevented if you can put in a roof plate which 
presses on the soft tissue or roof of the mouth, and ‘by pressure from the roof plate, 
we develop the superior maxillary bones without exerting undue pressure on the deciduous 
teeth. I have seen cases treated with that appliance, deciduous teeth carried out bodily, and 
from pressure on the soft tissue the arch develops and the nasal space widens. This work 
is along the line of orthopedic surgery for when straightening bones, legs and arms, pres- 
sure is brought to bear on the soft tissues and that fact to a certain extent has been for- 
gotten in orthodontics. If a properly constructed plate is made, with the palatal portion di- 
vided in the center, the roof of the mouth can be widened and the premolar and crypts car- 
ried out and the deciduous arch moved without tipping. A similar plate can be used in the 
lower but it is not quite so necessary. 

There are other things which enter into the question of what is the proper time 
for treatment. We have been taugkt or a great many people believe, that the first molar 
is the proper anchor tooth. I think the first molar at the age of six or seven as an 
anchor tooth should never be used. Much harm is done by placing anchorage on the 
first molars too early, and it is better to use the second deciduous molar. First molars 
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have been displaced at that age because of improper root development. Again, I 
repeat: we should be very careful in using the first molar for anchorage prior to the 
eruption of the second molar. There are a great many cases where the first molar loosens 
when used as an anchorage. In some cases it is more desirable to use the premolar or 
deciduous molar as an anchor tooth without having to disturb the first molar if the 
second moiar is about to erupt. Some complications have arisen from the use of the 
first molar at the age of twelve. 

The ideal time for treatment for cases will vary in each individual case. As 
a general rule, any case of malocclusion, regardless of the age of the patient, that has 
abnormal cusp relation, should be treated, it does not make any difference whether it 
is a deciduous or permanent dentition. Any bunching of the deciduous incisors should 
be treated promptly. It makes eruption of the permanent incisors easier and the arches 
have been widened, and this widening is all that is often needed because nature has caught 
up with herself by that time. Such cases as that would be finished loug before the pre- 
molars came in. Of course, when you start that case you do not know when you will 
be through with it, and all you can promise the patient is that you will correct the 
existing malocclusion, and nothing further may be necessary, but something may be neces- 
sary in later years, and that will be another condition for treatment. Therefore, I think 
the advice as given by Dr. Bradley if accepted by the dental profession, will do an 
enormous amount of harm because the rank and file of the profession do not take the 
proper view, as he does. 

I realize that probably there are a lot of cases, taken at the time of the eruption of 
the premolars, that can be finished in less time than if started early, but nevertheless 
cases started earlier will be finished at an earlier period as regards the age of the patient. 
The patient will begin normal development earlier in life and have a normal dental 
apparatus earlier than he would if the case was delayed until the premolars were erupted. 

Another thing if the case is treated early in the life of the child there is more 
active growth. The tissues respond to mechanical stimulation more readily at the ages 
from five to nine than they do at fourteen or sixteen. 

Another thing in favor of early treatment, even if you treat a case a little longer, 
if you have the patient under observation longer, you wili give him a normal dental apparatus 


earlier in life than if you waited for the eruption of the premolars. 

There is some danger in using a regulating appliance on the teeth the way some 
appliances are made, but with a properly constructed appliance, one constructed along 
hygienic lines, the danger is so slight that it is no disadvantage to the long treatment 
of the case. 


Like a great many things, there are two sides to the question of early treatment. 
I have seen a great many cases treated in which treatment was not demanded at the 
time. On the other hand, I have seen cases where patients have been allowed to wait 
too long. Five or six months between consultation visits is too long. The time for the 
patient to come to the office is when there is likely to be eruption of the permanent 
incisors and torsiversion. The patient should come in every two or three months and 
not wait five or six months. As the result of certain conditions in each individual case, 
it may be desirable to wait a few months before you begin treatment, but, to put it 
off a number of years, as a rule, is wrong because torsiversion of the permanent teeth 
should be corrected as soon as possible. Possibly that may be the end of the thing or 
it may not be, but you have done everything you can to bring about early normal develop- 
ment of the teeth as they go along. 


Dr. C. R. Lawrence, Enid, Oklahoma.—What do you do in prolonged retention of 
the temporary teeth? 


Dr. Dewey.—You probably refer to the deciduous molars. There are several plans. 
The first thing to do in prolonged retention of the deciduous molar is to have a radiograph 
to see what you have underneath. In some of these cases the teeth are slow in erupting, 
you will sometimes find malocclusion produced almost entirely by the time the upper and 
lower deciduous moiars are lost. You may often find a condition where the deciduous 
second molars are retained too long. The upper deciduous molars have been lost; the 
upper teeth are in normal approximal contact; you have the distal relation of the lower 
molar to the upper. I think the second deciduous molars should be extracted, so that 
the permanent moiars can be placed in their proper mesio-distal relations and locked 
normally. 

Dr. Lourie, in his practice, has a number of these cases, or models of them, in 
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which he has reduced the mesio-distal diameter of the deciduous molars, uppers and 
lowers, to keep the first permanent molars in normal relations to each other. 

I have a case under treatment now where the right lower arch is normal from 
the right canine around to the left lower molar. The right molar is distal because the decid- 
uous molar is present. The whole relation on the right side is disturbed by the deciduous 
tooth. We have.an appliance on the lower left first molar and lower right canine. The 
deciduous molar was extracted and we are waiting for the permanent molar to drift forward. 
You have to vary the time and treatment according to the condition that arises in each 
individual case, and the time suitable for one case will not be suitable for another. It 
is quite dangerous, I think, to take the eruption of the premolars as a guide for beginning 
the treatment because a large number of cases—yes, ninety per cent of them—can be 
finished before the premolars erupt. You get normal occlusion earlier 1n life. 


Dr. George F. Burke, Detroit, Michigan—There have been two children under 
treatment in my office both of whom were four years of age. One case was typical 
Class II, and the protrusion of the upper teeth was so marked that the lips were separated 
most of the time, resulting in much mouth breathing. In the other case the upper incisors 
erupted distally to the lower incisors, creating a condition whereby the maxilla could not 
develop normally, resulting in a condition whereby the cusps in mastication could not 
glide over each other in close contact, confining the patient to the chopping motion 
of the mandible. 

I would like very much to ask Dr. Dewey, if in his opinion delay in the treatment 
of the cases, just described, would be justified. It appears to me that early treatment 
in such cases is greatly to be desired both from the standpoint of the health and the 
appearance of the patient. 


Dr. Dewey.—Both of those cases should be treated immediately and come under the 
plan J outlined, because they both have abnormal cusp relations. Take any case of 
abnormal cusp relation and it should be started at once. These cases are both extreme. 
Take a case of extreme distal occlusion, if it is corrected and the deciduous arch is 
corrected properly the permanent molars will be absolutely normal. 

A distoclusal case was treated and it relapsed. It relapsed because the treatment 
was never finished. The doctor who treated it established the cusp relation but he had 
too much overbite. If he had corrected the overbite and gained room for his molars 
the relapse would not have occurred. With a normal cusp relation you must have a proper 
overbite. An improper bite causes a great many of these cases to relapse. In the other 
cases, where the upper incisors are in lingual relation to the lower, you will not infrequently 
get mesial occlusion. The mandible will be overdeveloped. If you correct the relation of the 
incisors, there are ninety-five chances out of a hundred that you will never have any mesio- 
clusion, so that in regard to a ruling to make for time to begin treatment; in any kind of 
ab-ormal cusp relation or a case of mesial or distal occlusion or extreme torsiversion, treat- 
ment should be begun at once. From a systemic standpoint, the constitutional effect seems 
to be purely a question of orthodontic procedure. 


Dr. Bradley (closing). —lf the members of our Society who thought as I did but were 
wise enough to leave their thoughts unexpressed, have benefited as much as I have 
by this splendid discussion, we have been well repaid indeed for attending this meeting. Dr. 
Dewey has expressed himself very clearly and definitely on this subject. I still 
claim the general teaching has been too abstract, but Dr. Dewey has given 
us concrete ideas on how very indefinite this problem is. I thought I had started 
many cases much too early, but I was expecting too definite results. Dr. Dewey says another 
malocclusion may develop after we have corrected one and we must of course correct this 
one too. I expected when I had corrected a malocclusion that everything should be well 
afterwards. It was expecting too much. As I said in my paper, the teaching of early 
interference is splendid but too general. We have obtained some definite concrete ideas to 
work on now. Of course it is far better to begin a case too early than leave it too late. 

We members of the Dewey School have been practicing orthodontia thoughtfully and 
carefully such a short time that we can hardly express definite opinions. We must have 
open minds and learn from the experience of older men. I wish we had half a dozen men 
who had. been practicing orthodontia ten or fifteen years who would discuss this feature of 
our work candidly, then we younger fellows would learn a great deal. 

I thank you all for the interest you have shown in my effort and particularly Dr. 
Dewey for expressing such definite ideas which will be such a great help to us all I am sure. 
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AN INTERESTING IMPACTION—INFORMATION WANTED 


By JAMEs Davin McCoy, D.D.S., Los ANGELES, CAL. 
Professor of Orthodontia and Radiography, College of Dentistry, University of Southern 
California 

i. the Oc:ober issue of the JouRNAL there was presented by Dr. B. Frank 

Gray, of San Francisco, a very interesting case report entitled “A Study in 
Impactions—Information Wanted.” His illustrations pictured conditions so 
unusual that few of us would care to suggest a method of treatment unless we 
had handled similar cases in practices. See Figs. 1 and 2. 

If such unusual and complicated cases are treated at all it seems to me the 
first requisite for their successful culmination would be an exceedingly strong 
desire on the part of the patient to have the work done, for any method em- 
ployed must of necessity be rather heroic. 

Personally if such a complicated case occurred in my own practice and was 
unaccompanied by pathologic symptoms and the patient was not anxious to 
have the work done, “I would let sleeping dogs lie.” On the other hand, if I 
were convinced that it was essential to the best interests of the patient to 
proceed, I should most certainly follow Dr. Gray’s suggestion and work in 
conjunction with the oral surgeon. 

A- somewhat similar case has occurred in my own practice and is shown 
in Figs. 3,4 and 5. The patient was just fourteen years of age and had erupted 
all of her teeth with the exception of the lower right second molar (and of 
course the third molars). ‘There was considerable fullness in the region where 
the unerupted second molar should come through so that I did not deem it 
necessary to make a radiogram. ‘That this was a grievous error in judgment 
is shown by Fig. 5. ‘The radiogram was made after the case had been under 
treatment about a year, at which time the teeth in the mouth had been placed 
in their normal relations. Now, then, the question arises: What should be 
done? I have recommended the removal of the lower second molar, as an exo- 
dontist tells me it may be taken out through the buccal side of the process. 
With this tooth out of the way the third molar can come forward as it erupts 
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and can be later tilted back into very good occlusion. In the meantime the 
upper second molar is becoming elongated from the pressure of the developing 
upper third. In my judgment, the upper second molar should be removed to 
allow the third to come down and take its place. 

Unfortunately (or perhaps fortunately) the parents of the patient have an 
extremely strong aversion to operations and will allow me to do nothing, there- 


Fig. 1. (After B. Frank 


Fig. 2. (After B. Frank Gray.) 
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fore the case will have to remain as it is unless pathologic symptoms of a suff- 
ciently alarming character occur so that the parents will change their attitude. 
If it were your case and you were not hampered by parental interference, what 


would your procedure be? 


Big.’ 3. Fig. 4. 
or 
\ * 
Fig. 5. 


PYORRHEA ALVEOLARIS* 


IMPORTANCE OF PROPER FUNCTIONING OF THE JAWS—VINCEN’’S DISEASE OF 
THE GuMs—Wuat ConstTItTuTESs A THOROUGH DENTAL EXAMINATION 
—OrAL HycGIiENE DurING CHRONIC ILLNESS 


By W. F. Drea, D.M.D., Cotorapo Sprines, Coro. 


IMPORTANCE OF PROPER FUNCTIONING OF THE JAWS 


HE usually adopted translation of Wolf’s law of bone transformation is: 
“Every change in the form and function of a bone or of its function 
alone, is followed by certain definite changes in its internal architecture, and 


Fig. 1.—Schema showing arrangement of roentgenograms, and record of data revealed by them for den‘al 
examination. 


equally definite secondary alterations in its external conformation, in accord- 
ance with mathematical‘laws.’’ Murphy more tersely expressed the law when 
he stated, ‘The amount of growth in a bone depends upon the need for it.” 
In brief, a bone has the power of adapting itself to the burden it has to bear. 

The osteoblasts are at all times building and unbuilding bone, according 
to the stress to which they are subjected. It is as necessary for their health 
that they be subjected to stress as it is that any body be exercised. It is the 
stress to which the osteoblasts are subjected that determines the form of a 
bone. 


*Reprinted by permission from Colorado Medicine, December, 1918. Read before the El Paso. 
County Medical Society, June 12, 1918. 
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The foregoing statements enable us to appreciate more fully the necessity 
of giving the growing jaws plenty of resistance to overcome. When we con- 
sider how the muscles of mastication are attached and the great power that 
may be developed by these muscles when functioning, we realize there must 
be stress brought to bear upon the parts of the skull to which they are at- 
tached as well as upon the jaw. Wolf’s law leads us to realize that as a 
result there must be reaction with the osteoblasts in the development of these 


Fig. 2. 


Fig. 2.—Man, age about 50 years, received severe blow on right jaw. Four weeks after, swelling and 
severe pain developed in lower jaw at an angle. Two weeks further elapsed before the patient was referred 
for a roentgenogram, which showed extensive destruction of bone, both in the body and in the ramus. The 
plate was also of great value in indicating the great care that must be used in the removal of the two 
posterior molars for drainage, lest fracture of the jaw should occur. 

Two roots of an upper molar are also shown incidentally, embedded in the tissues. 


Fig. 3.—Extraoral plates are also of great value when they indicate more than ordinary difficulty 
in the extracting of teeth. The above shows, besides the diseased condition of the root ends of the lower 
second bicuspid and first molar, the great density of the bone embracing them. Such teeth cannot be 
extracted without fracturing the roots. This latter fact is of increased importance when the patient is at 
the same time suffering from the ill effects of some systemic disease. Such teeth as these should be re- 
moved, but only after a flap of the overlying periosteum has been thrown back and the bone dissected away. 


bones and in proportion as the muscle stresses are normal will this reaction 
be normal. | 

Baker experimented on rabbits by grinding down all the teeth on the 
right side of the lower jaw and the upper right central at the time of weaning. 
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As these ground teeth elongated, they were reground. At the end of seven 
months, one of these skulls showed a deviation of the bones to the left, the 
suture between the frontal and parietal bone not at right angles to the long 
axis of the skull, the right frontal bone projecting further forward than the 
left, a striking deviation in the nasal bones, both being twisted to the left, and the 
left zygomatic space longer and more advanced than the right space. The devia- 
tion extended throughout the skull. The lower jaw was also distorted even 
as to the size of the articular process. On the unused side, the muscles were 
atrophied. The skulls ‘weighed less than those of the controls. ‘These experi- 
ments were repeated on sheep and the same general results secured. 


Thus, by experiment, was produced in the skull what might have been 
predicted from Wolf’s law. Every suture and bone was altered. 


Mosher noted that wherever there was a moderate and equal delay in 
the eruption of the upper central incisor teeth the premaxillary wings were 
symmetrically enlarged at the floor of the nose and there was no deviation of 
the septum. When, however, there was a marked inequality and delay in the 
eruption of one central incisor as compared with the other, then on the side 
of the backward tooth, the premaxillary wing was much enlarged or displaced 
and the quadrangular cartilage was tipped out of its bed along the vomer- 
ethmoid suture and as a result there was deviation of the septum. Here we 
have a localized deformity due to abnormal stress. Such a retardation of 
one tooth could have happened as a result of premature lancing of the gum 
overlying that particular tooth, the resulting scar tissue being too resistant 


for the erupting tooth to penetrate. It is well for this reason to warn against 
premature or insufficient lancing of the gums overlying erupting teeth. 


From the above facts I think it is safe to conclude that it is important 
that the infant be required, when fed by means of the bottle, to exert the same 
force as when securing its nourishment from the breast. The nipple should 
be so formed that this is possible. During the mastication of food it is also 
important that the growing individual be required to overcome considerable 
resistance. Not only will the jaws be better developed and more room be 
secured for the eruption of teeth having stronger peridental membranes, but 
the bones of the cranium and face will be better developed and more normal 
conditions will be secured for the important organs and chambers they bound. 
Foods that require the vigorous use of the muscles of mastication should 
be chosen. Proper functioning of the jaws and teeth is a necessary precedent 
to the well being of the teeth, of the jaws, and of the directly and indirectly 
related structures, and to the prevention of dental lesions that may come about 
as late as in adult life. 


PYORRHEA ALVEOLARIS 


This term is usually employed to designate all diseased conditions of the 
investing tissues of the teeth, and as such is a misnomer. A chronic suppurat- 
ing condition of the peridental membrane is more clearly described as “chronic 
suppurative pericementitis.” Such a term as “pyorrhea alveolaris” is wrong 
because, for one reason, it is likely to mislead the patient, dentist, and phy- 
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sician. If there is failure to find pus, no such condition as that described by 
“pyorrhea alveolaris” is present. But there may be infection and chronic 
inflammation present that may be just as serious as, and in some cases termi- 
nate in, the suppurating condition described as pyorrhea. And because this 
nonsuppurative condition is not properly recognized and described, it is too 
frequently overlooked and dismissed from mind or not properly treated, both 
by the dental and the medical adviser. The result is that instead of arresting 
these pericemental troubles in their incipiency they are allowed to progress 
to a point where it is next to impossible or impossible to get rid of them without 
extracting the teeth. When the disease is limited to the gum tissue, it may 
be referred to as gingivitis or interstitial gingivitis. When this has prog- 
ressed so far that there is involvement of the peridental membrane, without 
pus, it may fitly be described as pericementitis. When there is pus present 
in pericementitis and the condition is not chronic, we have the “acute suppura- 
tive pericementitis.” Therefore, leading up to the chronic suppurating con- 
dition of the peridental membrane we have the following sequence: gingivitis 
or interstitial gingivitis, pericementitis, acute suppurative pericementitis, and 
chronic supparative pericementitis. The more advanced cases are complicated 
by involvement of the cementum and of the alveolus. 

In the majority of cases, with the probable exception of those where the fusi- 
form bacilli and the spirochetes are concerned, it seems necessary for their 
occurrence that the gums and peridental tissues be in a state of lowered resist- 
ance. This state of lowered resistance may be the result of trauma from 
deposits of salivary calculus, irritating dental restorations, etc., or of certain 
systemic conditions such as diabetes, Bright’s disease, scurvy, leucemia, pel- 
lagra, autointoxication, and pregnancy. Some of the acute ‘diseases and the 
toxic action of certain drugs, such as mercury and iodine, also make it pos- 
sible for the gums to easily become infected. Any condition leading to a 
constriction of the peripheral blood vessels of those tissues will bring about a 
lowered resistance to infection. 

The organisms concerned are bacteria, amebz, spirochetes, or a combina- 
tion of these. 

The proper treatment of these lesions of the gums and the peridental lesions 
will depend upon a consideration of the factors above stated. 

Where local injury and bacterial infection are the factors concerned, re- 
moval of the cause and application of iodine to the diseased tissues will bring 
relief provided the peridental membrane has not been involved too much. 

Where there is a predisposing systemic condition exerting its influence, 
it must be corrected or local treatment can only be palliative at the most. If 
amebz.are present in large numbers, emetine should be used. Many writers 
do not think that amebe are to be seriously considered or that the emetine 
treatment has been successful. If the principles laid down by Smith and 
Barrett are closely followed, however, we feel certain greater success will be 
obtained by others. ‘The cases must be properly selected, and fresh, properly 
prepared solutions of the drug used as directed. Where spirochetes are con- 
cerned, local treatment with arsenic in some form should be given. Of the 
spirochetal infections more will be said later. 
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Most of these cases are treated by scaling or planing the roots with the 
object of removing desposits of salivary or serum calculi and by applying anti- 
septics such as iodine. This is proper where there are deposits to be removed 
and the infection is bacterial only. But where there are no deposits or 
necrotic tissue to remove, where the predisposing cause is systemic, or where 
the amebe or the spirochetes are the organisms principally concerned, this 
treatment is irrational. There is too much instrumentation in many cases and 
many times it is positively harmful instead of beneficial. 

It is urged therefore that those cases not plainly due to local causes and 


Fig. 4. Fig. 5. 


Fig. 4.—Patient had considerable swelling of neck in region of angle of lower left jaw. Lower 
molars appeared to be devitalized and were suspected of being septic. Extraoral plates showed calcified 
submaxillary gland and intraoral films showed that teeth were not involved. 


Fig. 5.—The value of extraoral plates is well illustrated by the above cut. Both molars shown are 
impacted, and the lower molar was completely embedded in the tissués. By comparing the density of the 
shadow cast by the investing bone with that of the tooth it will be seen that the bone must be véry dense. 
Such proved to be the case when the writer chiselled away the bone preparatory to removal of the lower 
molar. 


bacterial infection be examined for the presence or absence of amebe and 
spirochetes and that it also be determined whether or not an abnormal sys- 
temic condition may be a factor. This should be done especially in those cases 
not responding to the usual treatment by local instrumentation. It must be 
kept in mind that an abnormal systemic condition may be present which be- 
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cause of its incipiency may not be detected, although it is sufficiently harmful 
to affect the mouth. 

Some idea of the area of surface involved may be grasped by noting that 
if the root or roots of each tooth be infected to a depth of one-quarter of an 
inch, the total area with thirty-two teeth would be about seven and one-half 
square inches. 


VINCEN’’S DISEASE OF THE GUMS 


A disease of the gums and peridental membranes that may easily be er- 
roneously diagnosed as pyorrhea alveolaris is due to an apparent association of 
fusiform bacilli and spirochetes. Because it is apparently identical with 
“trench gum,’ so frequently reported as affecting the soldiers in France, and 
because our own soldiers upon their return from duties overseas will most 
likely present many cases, it is advisable to discuss it. It is our opinion also 
that more of the civilian population have peridental lesions caused by Vincent’s 
organisms than is generally supposed. 

McKinstrey found the gums infected three times more frequently than the 
tonsils and every case of Vincent’s angina gave a history of previous infection 
of the gums and was accompanied by the gum infection. As the tonsil most 
likely becomes infected from the gums, it is important to realize this con- 
nection. Unless the diseased condition of the gums is cleared up entirely, 
the tonsils will most likely become reinfected. 

General ill health and oral sepsis, cold, dampness, and unsanitary sur- 


roundings have been looked upon as factors related to the etiology, though 
a strikingly large number of cases have been observed where the mouth was 
well cared for. There is no doubt, however, that lack of oral hygiene plays 
an important part. 


The disease is not widely infective, though it can be conveyed by means 
of pipes, kissing, cigarette-holders, etc. Because of the number of cases of 
infection not the result of contagion, McKinstrey thinks that the best ex- 
planation of its occurrence is in the frequericy with which these organisms lead 
a saprophytic life in apparently healthy mouths. 

The ulceration may be confined to the margins of the gums and may be 
difficult to detect. When there is no greater involvement, the submaxillary 
glands are not affected. In other cases the gums and peridental membrane 
may be affected to the depth of a quarter of an inch or more and then the 
glands are enlarged and tender. The ulcers are covered with a white friable 
membrane, which is easily removed, leaving a bleeding surface beneath. There 
are usually foul breath, pain, bleeding, and bad taste. Unless pyogenic organ- 
isms are also present, there is no pus. Ordinarily, there is no rise of tem- 
perature nor constitutional disturbance although there may be severe mental 
depression. The pain is sometimes very severe. ‘The absence of pus (unless 
there is infection also by pyogenic organisms) and the demonstration of many 
fusiform bacilli and spirochetes, combined with the clinical findings described 
above, make the diagnosis certain. 

As to treatment, the surfaces of the teeth must be in a smooth, nonirritat- 
ing condition and the gums free from contact with all irritating foreign bodies. 
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The toothbrush should be kept in an antiseptic solution when not in use, thus 
being kept soft and aseptic. Application to the gums of the following: 
R Vini ipecacuanhae Z. SS 
Liquoris arsenicalis ad 1 


M. Sig: To be used as mouth wash; do not swallow. 
Label: “Poison.” 


or of neosalvarsan once or twice a day is specific and should be continued 
until smears show no fusiform bacilli or spirochetes. Frequent use of a mouth 
wash should be urged and the patient required to place ten to fifteen drops 
of the ipecacarsenic solution on his toothbrush and brush his teeth after meals. 
If there should now be some inflammation or pus present it will be due to bacteria 
and these may be destroyed by injecting a 1 per cent solution of iodine in normal 
saline solution or a 2 per cent solution of the tincture of iodine into the pockets. 
No case should be discharged as cured until there is complete absence of bleeding 
points, or there will almost certainly be a relapse. New toothbrushes should now 
be used. 

Besides the tonsils, the mucous membrane of the mouth may be affected, 
though these conditions are accompanied by diseased gums. ‘The buccal mucous 
membrane infection is rare, compared with that of the tonsils and the gums. 
The same treatment as above is indicated. 


DENTAL EXAMINATION 


I wish now to submit to you a plan for a complete oral examination. 
Nothing short of a thorough examination should be tolerated when a dental 
or jaw lesion is suspected as being connected with some other pathologic con- 
dition. There are altogether too many snap judgments rendered in this class 
of cases; five minutes or thereabouts is given to the examination when a con- 
siderably longer time is by the very nature of things absolutely necessary. A 
superficial examination is worse than useless, as the patient is falsely assured 
as to the condition of his mouth. The plan is: 

1. Secure a history of the individual teeth, as to past trouble or treat- 
ment. This knowledge is often of great value in reaching a decision as to their 
present condition. 

2. Secure roentgenographic plates of the jaws on both sides. A general 
survey of the field is thus secured and at times valuable information obtained 
that would be discovered in no other way. 

3. Make note of any abnormal condition of the soft tissue of the mouth. 
(One result would be that many of the mouth cancers would be discovered 
earlier. ) 

4. Note missing teeth by number, adopting some systematic method of 
going over the teeth so that none will be overlooked. Missing teeth may 
be impacted and be the cause of referred pain. 

5. Note all cavities, nearly exposed or exposed pulps, erosion, diseased 
peridental membranes, etc. 

6. Note all teeth opaque to daylight. Dead teeth are generally opaque. 

7. Note all teeth opaque to transillumination by the electric mouth lamp. 

8. Note teeth sensitive to percussion. 
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9. Note teeth failing to respond to stimulation by the faradic current, 
bearing in mind that large fillings and gold crowns make this test of no value. 

10. Note teeth, marked “doubtful” as a result of above examinations, giv- 
ing abnormal response to stimulation with heat or cold. 

11. With intraoral films, secure roentgenograms of all teeth suspicious as 
a result of above tests. 

12. Record findings on a chart suitably drawn up to represent roots and 
root canals of the teeth. 

13. Draw conclusions from the above data. Alone, none of the factors 
above referred to is conclusive in every case, and for that reason it is urged 
that use be made of them all in every case. For example, a tooth pulp may 


Fig. 6.—Patient troubled with trigeminal neuralgia and arthritis. Plate shows sclerosis of the 
bone between root apéx and inferior dental canal. A similar condition has been known to cause neu- 
ralgia because of the pressure on the inferior dental nerve. 


be infected and absorption from this source be going on with no lesion that 
can be demonstrated with the x-ray. 


ORAL PROPHYLAXIS DURING ILLNESS 


The great value of prophylaxis in dentistry can not be disputed and ‘it 
is unfortunate that greater use is not made of jit. It is true, however, that 
many people do make an earnest attempt to keep their mouths free from dis- 
eased teeth. It is of these people I wish to speak. My observations since I 
started to practice dentistry nine years ago have shown that when these same 
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people became afflicted with disease, acute or chronic, little or no attention, with 
few exceptions, has been given by their physicians to the hygiene of their 
mouths. This is wrong. Patients should be encouraged at all times to look 
after the welfare of their teeth. Nurses should be so trained that they could 
clean the teeth of their patients, and until they are the dentist should be called 
in more frequently. This, of course, applies particularly in chronic cases. 
Many people who fully appreciate the value of oral hygiene and who are 
accustomed to it have septic conditions in their mouths before the end of a 
long illness. Many physicians realize the possible ill effect of septic foci and 
some are not slow to condemn dentists for establishing these foci, yet there 
are very few who will do anything to help prevent these conditions when the 


Fig. 7.—Roentgenogram of the left jaw of a girl eighteen and a half years old. For eighteen months 
previous, she suffered from persistent headache, frontal and occipital; from the latter only occasionally but 
more intensely. Eyes, ears, nose, and tonsils were normal, according to her physician, who discovered no 
factor that might be associated with the headaches, other than impacted teeth that he suspected were pres- 
ent. A roentgenogram showed all third molars present, the lower apparently impacted. 


The last three or four months previous to removal of lower third molars, she became increasingly 
neurotic and brooded much over very slight difficulties. She took absolutely no interest in the life that 
usually appeals to girls of her age. 


During the six months since operation there has been much improvement, though complete restora- 
tion to normal has not been attained. Patient wishes to return to school, but has been advised not to by 
her physician. Eats better, sleeps better, and is not so depressed. 


This extraoral plate is of value in showing the importance of keeping in mind the probability of 
“exceptions to the rule.” At this age the nuneruption of the third molars is not abnormal. Close study 
of the above cut will show, though, that in this case the is gig td root is pressing upon the inferior 
dental canal, and the crown is lodged against the second molar. searing in mind that the roentgen rays 
were directed from behind forward, it will be seen that the impaction may be greater than shown by 
above illustration. Such proved to be the case at time of operation. A similar, but not so pronounced con- 
dition, existed in the other jaw. 
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patients are under their charge. Healthy teeth should never become septic 
if properly kept clean, and this is much easier and less expensive for the pa- 
tient than the filling of cavities or the treatment of diseased gums. The phy- 
sician whose patient’s teeth become badly diseased while he is under treatment 
is not doing his full duty by that patient. 

The above applies in those cases where the patient begins his long illness 
with his mouth healthy. It is the physician’s part to so direct matters that this 
mouth will stay healthy. 

As for those cases where there may be septic foci alrady established, I 
will content myself with quoting the following by R. H. Babcock: “As it 
seems to me, the physician is not doing his full duty in the management of any 
chronic infections unless he endeavors to search out the possible etiologic fac- 
tor or factors and, on discovering infected foci, advises their removal.” The 
following is by C. H. Mayo: “With the recognition of the fact that many of 
the acute and chronic diseases, local and general, arise from a local focus, the 
most common source being the mouth, the true importance of dentistry is now 
recognized and a dentist should be associated with every clinic and hospital, 
or subject to consultation call.” 


SUMMARY 


1. It is important that the infant use its sucking muscles vigorously and 
that the growing individual overcome resistance in masticating food. 

2. The treatment of the peridental lesions requires a consideration of a 
possible predisposing systemic condition and infection with amebz or fusi- 
form bacilli and spirochetes in addition to the usual local injuries and bac- 
terial infection. 

3. Vincent’s disease of the gums, because of its highly. probable increase 
upon the return of the soldiers from overseas duties, and because there are 
more cases of this disease occurring in the civilian population than is generally 
suspected, should be borne in mind when cases of diseased gums and peridental 
membranes present themselves for treatment. 

4. A complete dental examination should be insisted upon when a dental 
lesion is suspected as a causative factor in some other pathologic condition. 
The roentgen ray or any other means of examination is not infallible in every 
case. 

5. The importance of oral hygiene in illness should be kept in mind. Pa- 
tients suffering from a long disease should not develop septic dental lesions 
when at the beginning of the illness the teeth are healthy. Patients suffering 
from chronic systemic disturbances should have any septic dental lesions pres- 
ent eliminated. 
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A CONVENIENT PLATE MARKER* 


By E. B. Knerr, M.D., Kansas Crty, Mo. 


VERY convenient plate marker may be made as follows: Bend a strip 

of sheet aluminum 3% by 3% inches in the middle in the shape of a clip. 
To this attach by means of adhesive such lead markers as may be desired 
and slip the clip over the envelope-enclosed plate near a corner or other con- 
venient place, at the time of exposure. Several such clips with “R” on one 
side as a “right” marker, and “L” on the other side as a “left” marker will 
serve ready usage. I have made and used these clips now for several years and 
prefer them to any other device yet suggested. 


A =Aluminum Clip. 
B =Adhesive. 
\ “T”=Lead Marker fastened 
—— under the adhesive 


to the clip. 


Announcements. 


HE editor has received the following announcements: Dr. Oscar Busby, of 

Marshall, Texas, has removed his office to 712 Wilson Building, Dallas, 
Texas, practice limited to orthodontics and to consultation in the correction of 
dentofacial deformities; Dr. J. Frank Nelson announces the opening of his new 
offices for the practice of orthodontia in the Marshall Field Annex Building, 
Chicago, Illinois; and Dr. Carroll C. Johnson announces the opening of his of- 
fices, in the Exchange Building at Memphis, Tennessee. 


*Published by permission of the Journal of Roentgenology. 
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DEPARTMENT OF 
ORAL SURGERY AND SURGICAL ORTHODONTIA 


Under Editorial Supervision of 


M. N. Fepersriet, B.Sc., D.D.S., M.D., F.A.C.S., Mitwauxer, Wis, 


Professor of Oral Surgery in Marquette University 
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REPORT OF A CASE OF PATHOLOGIC FRACTURE OF THE 
MANDIBLE CAUSED BY A MALPOSITION OF A BICUSPID 


By M. N. D.D.S., M.D., MinwauKEk, WIs. 


ATIENT CHAS. B., age thirty-eight years; occupation, laborer. 
P Cemplaint.—Fistula below the mandible in the region of the right bi- 
cuspid teeth. 

History.—In April, 1918, patient noticed external swelling in region of 
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lower right bicuspids; the swelling was about the size of a walnut and hard to 
touch. A few weeks later it broke and a large quantity of pus was discharged. 
Patient neglected caring for the wound and soon pain became very severe until 
September when he was referred here. 

Examination.—Upon palpation of the jaw a slight grinding sensation was 
felt. Further examination with the aid of the x-ray revealed a bicuspid tooth 
lying in the jaw bone upside down causing a fracture in the mandible. There 
was also a morbid condition involving the root-end of the cuspid on the same 
side. This, no doubt, was a contributing factor in bringing on the infection. 
See illustration. 

Treatment.—Bands with hooks were fitted to the upper and lower incisors 
and to one upper and lower molar on each side and were then cemented in 
place. Patient was then referred to Trinity Hospital. Under ether anesthesia 
an incision one and a half inches long was made beneath the mandible and the 
soft tissue was retracted. The bone was exposed and the embedded tooth dis- 
sected out; the cuspid was extracted and the entire area curetted. The borders 
of the broken bone were thoroughly freshened and the wound was packed with 
iodoform gauze to permit drainage. The wound closed and the next day the 
bone was put at rest by ligating the banded teeth with wire ligature. 

After one week the wound showed no further signs of pus. Three weeks. 
later the bands were removed and the patient was discharged. 


ABSTRACT OF LITERATURE 


Ununited Fractures of the Mandible. Percival O. Cole. Proceedings of 
the Royal Society of Medicine, April, 1918. 


Cole says that cure of this condition can be obtained only by direct surgical 
intervention. Palliation belongs exclusively to the dental surgeon, but 
cure lies in a realm shared equally by dentist and doctor. The author’s esti- 
mate of nonunion is based on experiences that in one thousand unselected 
cases of fracture treated on ideal lines, nonunion will occur in one hundred. 
In ten of these, operation to determine union will be impracticable. The 
essence of his method is the control of the edentulous posterior fragment by 
a padded extension piece which enables him to think of the mandible as though 
the fragments were once more in continuity, and the use, then, of an anatomic 
articulator makes the question of correct occlusion no longer guess work. 
The operation of bone grafting for united fractures of the jaw has passed 
beyond the experimental stage into the region of assured success. 
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EDITORIALS 


The International Journal of Orthodontia and Oral Surgery 


N January, 1915, the first issue of the International Journal of Orthodontia 

made its appearance, and since that time a great many things have been added 
to the world’s sciences. For four years we have demonstrated the possibility of 
publishing a journal devoted to orthodontia as a science and as a specialty; and, 
while we may have fallen below our ideals in a great many respects, during the 
four years we have gathered together more orthodontic literature than was ever 
assembled in any other one journal. Just how much this has contributed to the 
advancement of orthodontia as a science must be decided by the future; but we 
believe that any specialty, in order to develop as it should, must have some medium 
for the publication of the ideas that develop in the minds of those following the 
profession; and a greater amount of good can be done by having the articles pub- 
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lished in a journal the editorial policy of which is particularly interested in the 
specialty. 

In our endeavors to conduct a journal for the advancement of orthodontia, 
we early realized that orthodontia consists of more than mere regulating appli- 
ances, and that it would be necessary to broaden our scope in order to get articles 
bearing on all its phases. One of the closest subjects to the science of orthodontia 
is radiography ; consequently we established a Department of Radiography, be- 
lieving that it would not only be of interest to orthodontists, but would also act 
as a stimulus to radiographers, for, so far as we know, at that time there was no 
journal in the dental profession having a department of radiography. Whether 
the addition of this department will help radiography as much as it has stimulated 
the interest in radiography along orthodontic lines is a question which can not now 
be answered. 


Shortly after the establishment of the Department of Radiography we 
realized that certain phases of orthodontia are also intimately conneccted with 
oral surgery, and we established a Department of Oral Surgery and Surgical Or- 
thodontia. Dr. M. N. Federspiel, owing to his knowledge of both subjects, was 
placed on the editorial staff. Some of our critics have contended that oral sur- 
gery was not orthodontia and that there was no relationship between the two 
subjects. However, looking at it from a scientific standpoint, there probably are 
no two specialties more closely associated than these, as certain types of maloc- 
clusion can only be treated by surgical interference. That a number of prominent 
men believed in this close relationship was proved by the fact that when the 
United States entered the war and the dental corps was being organized, the men 
in charge of the Department of Oral and Plastic Surgery at once recognized that 
men who had special orthodontic training made much better students in oral sur- 
gery courses. If the men in charge of the Department of Oral and Plastic Sur- 
gery recognized the importance of orthodontia as related to oral surgery, it is to 
be expected that a number of the dental profession should also take the same atti- 
tude. The Preparedness League also realized the importance of orthodontia, and 
in recommending the formation of the dental units, suggested that each unit con- 
tain an orthodontist and an oral surgeon along with the men trained in other 
branches of dentistry. In other words, men associated in army work placed or- 
thodontia and oral surgery side by side. 

We now believe that oral surgery is becoming more and more an im- 
portant factor in the life of the dental profession, and that no specialty is so 
closely associated with it as is orthodontia. As a result of the conditions brought 
about by the war, oral surgery will play a much more important part in dentistry 
than it has in times past; therefore those interested in oral surgery should have 
some medium to which they can contribute their articles and have them receive 
the proper attention and be sure to come under the observation of the men who 
are interested in the work. Up to the present time articles on oral surgery have 
been published in medical and dental journals, but neither has been particularly 
anxious to have such articles, as they were believed to be of interest to only a 
limited number of men in these professions. It seems that oral surgery at the 
present time is very much of an outcast, and, not having a special journal of its 
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own, is practically suffering the same as orthodontia did before a special publica- 
tion was provided. 

Because we feel that there is a real need for a journal devoted to oral sur- 
gery, and that oral surgery and orthodontia are very closely associated, we are ad- 
ding the words “and Oral Surgery” to the name of the Jnternational Journal of 
Orthodontia, which will henceforth be known as the /nuternational Journal of Or- 
thodontia and Oral Surgery. ‘The science of orthodontia will receive just as 
much attention as previously, and men who have subscribed for the journal will 
receive the same amount of orthodontic information, and, in addition, will re- 
ceive, for the same subscription price, articles on oral surgery, the majority of 
which will be extremely interesting to men who confine their practice to ortho- 
dontia. Men interested in oral surgery will have a means of contributing their 
original thoughts, and those interested from the standpoint of the student, will 
have access to a journal that will contain articles of vital interest to all. 

It is our intention to publish in the Department of Oral Surgery as many 
original articles as can be given to the profession in each issue. In addition to 
this, we have secured a man whose duty it will be to abstract the literature on 
oral surgery including that appearing in foreign journals. A large number of ar- 
ticles have already appeared in foreign journals, the majority of which have 
passed the English reader unnoticed. 

With the formation of the International Journal of Orthodontia and Oral 
Surgery, we will devote no less space and attention to orthodontia, but will sim- 
ply give our subscribers the additional advantage of an oral surgery department. 


Malocclusion and Pyorrhea Alveolaris 


URING the past year several articles have appeared dealing with the relation 
which exists between malocclusion of the teeth and inflammation of the 
gingival tissues. However, there is still much that can be said on the impor- 
tance of these two subjects, and the correlation which exists between them. 
Almost every paper written by men interested in the treatment of pathologic 
conditions around the necks of the teeth calls attention to the fact that mal- 
occlusion is an important etiologic factor, and many men also claim that the 
treatment of malocclusion with improperly fitted appliances produces inflam- 
mation of the gingival tissues. We are forced to admit both views are more 
or less correct. 

Our attention was recently called to the relation of pyorrhea alveolaris 
and malocclusion by an article written by Dr. Thompson, published in the 
Journal Allied Dental Societies. Quoting the article, we find: ‘“Pyorrhea 
alveolaris, that term which covers a multitude of sins, finds its incipient cause 
in malocclusion, want of occlusion, bands irritating the pericementum, poorly 
filled roots, etc.” Out of four causes given for the production of pyorrhea, 
three of them are intimately concerned with orthodontia; namely, malocclusion, 
want of occlusion, bands irritating the pericementum. 

It seems to be a very well-established fact that the teeth which occupy 
malpositions can not be kept clean, and consequently lend themselves as etiologic 
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factors in the production of gingival irritations. It is also known that bands 
irritating the peridental membrane are a predisposing, or an important, factor 
in the production of diseased gingival tissues; but, of course, every man claims 
that it is the other’s bands which produce that harm. ‘Therefore, while ortho- 
dontia is a strong factor in the prevention of gingival irritations, by the cor- 
rection of malocclusion, it also in some instances becomes a prominent cause in 
the production of gingival irritations by the use of improperly constructed 
appliances, the principal one of which is improperly made bands. 

A few years ago it was a common plan to use bands which were pro- 
duced by manufacturers, and the band was sold with the understanding that 
it must be placed upon the tooth in the same form as it was made by the 
manufacturer. As a result of this, bands which were entirely too wide were 
used, and produced a great amount of harm owing to the fact that they were 
improperly fitted and improperly contoured. Certain bands were placed on 
the market which were made universally, and some were contoured to fit an 
upper right or a lower left molar. Manufacturers who possessed no knowledge 
of the anatomy of the teeth and who were able to get dentists to use such 
bands, necessarily unknowingly became factors in producing gingival irritations, 
because no clamp band is made that will fit an upper molar that can be used 
on a lower molar unless it is entirely recontoured and reshaped. 

We also find men who advocate the making of bands very wide, thereby 
avoiding any possibility of their coming off the tooth during orthodontic treat- 
ment. There is no other factor that is producing so much gingival irritation 
as the wide bands made with the sole purpose of being cemented so that they 
will never become loosened. We believe that it would be more hygienic and 
much less harmful to use a band which is narrow, even though it would become 
loosened occasionally by the stress of mastication, than to use a wide band 
jammed down upon the gingival tissues to such an extent as to produce 
strangulation necrosis, along with the resulting irritation and infection which 
follows. Therefore, realizing the fact that orthodontia in correcting maloc- 
clusion, is a large factor in preventing gingival irritations, we must also look 
at the other side of the question and realize that the improperly constructed 
appliance will produce just as much harm as teeth which occupy malposition. 
However, with the properly constructed regulating appliance made with the 
knowledge of the shape of the tooth and the physiology of the soft tissue, 
orthodontia becomes one of the greatest hygienic measures in preventing the 
inflammation of the gingival tissue that we have. 
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ST. LOUIS—THE CONVENTION CITY FOR 1919 


VERY orthodontist—in fact, every dental practitioner in the United States 
and Canada—-should arrange now to attend the Nineteenth Annual meeting 
of the American Society of Orthodontists to be held in the famous Planters Ho- 
tel in St. Louis on March 10, 11, and 12, 1919. Just preceding this convention 
on March 6, 7, and 8, the Alumni Society of the Dewey School of Orthodontia, 
will hold its next annual meeting at the Statler Hotel. The programs for both 
meetings are of exceptional merit and should appeal to all who are interested in 
the science of orthodontia and allied subjects. 
During the last few years while the world-war was in progress many in the 
profession of dentistry have been denied the privilege of taking a vacation. The 
strain of constant service in the army dental corps, in private practice due to the 


The ietail district of St. Louis is a revelation to St. Louis is a city of wonderful “skyscrapers.” 
visitors. This photograph shows Olive Street look- This shcws the Railway Exchange Building, the 
ing east towards the Mississippi River, known largest office building in the world. It occupies 
throughout the country as ‘“‘The Olive Street a full city block, has 30 acres of floor space, and 
Canyon.” is 21 stories high. 


lack of practitioners, and the great amount of time devoted to patriotic activities, 
all have conspired to keep the dentist very busy. This is an opportunity to com- 
bine business with pleasure. 


You will like St. Louis and the friendly spirit and cordial neighborliness of 
St. Louis people. The culture of the East, the energy of the North, the hospi- 
tality of the South, the vision of the West—these are all embodied and blended 
in this cosmopolitan metropolis of the Mississippi Valley. You will find St. 
Louis a happy place for the convention visitor and the tourist—where convenience 
and comfort abound—where attractiveness and hospitality mingle in a conspiracy 
to make you want to come back and dwell—a great deal to see and enjoy— a city 
that has done and is doing things in a big way. 
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St. Louis is a city modern in office buildings, hotels, parks, cafes, and 
theatres, but at the same time older than the United States and rich in romantic 
traditions. Here is a city in the heart of hill and valley scenery that equals the 
Berkshires and the Palisades, but at the same time accessible by twenty-six rail- 
roads, midway’ between the country’s geographical and population centers and 
within a night’s ride of thirty million people. Day by day, and season for sea- 
son, St. Louis will give you weather as good as any other American city, and 
better than most of them. 

The story of a century of a remarkable city building unfolds itself to a 


The Municipal Courts Building and City Hall. Showing a few of the municipal buildings centered in 
the heart of St. Louis. 


visitor who sees St. Louis. It is a story graphically illustrated with a striking 
panorama of splendid commercial structures, great industrial plants, networks of 
railroad terminals comprehensively designed and operated, sweeping acres of 
beautiful parks, avenue upon avenue of beautiful homes, imposing public build- 
ings, and mile after mile of improved thoroughfares. It is the story that shows 
what has risen from one of the early inland fur trading posts—the great metrop- 


O 
d 
t 
a 
? 
35 
im 
\ 
| 


Editorials 89 


olis of the Mississippi Valley—a city spread along 19 miles of the historic Mis- 
sissippi River. 

St. Louis offers a variety of attractions and entertainments. Besides the 
downtown theaters and others located in some of the outlying sections of the 
city, there are, as attractions, the public parks which abound in natural beauty, 
the Art Museum, the Public Library, the Jefferson Memorial, the great zoo, etc. 
Forest Park, one of the largest public parks in the country, has an acreage of 
almost 1,400. All of the principal parks of St. Louis are spread across the city 


The famous Planters Hotel, where the 
meeting of the American Society of Or- 
thodontists will be held. Here will gather 
on March 10, 11, and 12, the leading or- 
thodontists of America. 


Warwick Hotel. Marquette Hotel. Jefferson Hotel. 


A FEW OF THE GREAT HOTELS OF ST. LOUIS. 


in the form of a beautiful park belt, connected with one another by the Kings- 
highway Boulevard system. 

St. Louis has a large number of well-conducted hotels which rank with any 
in the United States. Whatever his tastes or the time of his arrival, the visitor 
will find the sort of entertainment he likes at prices he approves. The shops— 
from biggest department store to tiniest specialty shop—are a revelation to the 
visitor. Among the unique and most beautiful features of the city are the resi- 
dential sections, which are practically enclosed private streets called “places.” 
Here in the quiet surroundings of parks and lawns are the homes of the wealthy, 
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. and it can be very truthfully said that no city equals St. Louis in the number of 
its splendid residences and beautiful terraced private gardens. 

St. Louis is nationally known for its public school system and great univer- 
sities. St. Louis University, founded in 
1818, is the oldest University west of 
the Mississippi, and has a great reputa- 
tion for its medical and dental depart- 
ments. Washington University shows the 
model of a modern University plant. Its 
red granite buildings stand on an eminence 
just west of Forest Park. The new Barnes 
Hospital and Washington University Medi- 
cal and Dental Schools give St. Louis one 
of the most modern and best appointed 
medical and dental centers thus far reai- 
ized, either in this country or abroad. 


Arrange now to come to St. Louis. 

You can generally improve a_ journey 

“Art Hill” in Forest Park, showing the North, south, east, or west by using the St. 
Se gious, Municipal Art_Muscum, which“ Louis gateway, with stop-over privileges. 
ern section of the city. Arrange to stay as long as you can but be 
assured of enjoyment though you may stay only a few hours. You will not re- 


gret coming to St. Louis to attend the meeting of the American Society of Ortho- 


dontists—you will meet and mingle with the leading orthodontists of North 
America, you will get new inspiration to take back home with you, and above all, 
you will enjoy your trip to the great metropolis of the Mississippi Valley. 
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Entrance to Kingsbury Place, one of the numerous private residence “Places’’ for which St. Louis is well 
known throughout the world. 
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The Angle Alumni Meeting Twelve Years Ago In St. Louis 


[ CONNECTION with the announcement that the Nineteenth Annual Meet- 
ing of the American Society of Orthodontists will be held in St. Louis, March 
10, 11, and 12, of this year, it is interesting to note that twelve years ago in De- 
cember, the Second Annual Meeting of the Alumni Society of the Angle School 
of Orthodontia was held in this city. Hidden away, unmolested for twelve 
years, we have just discovered in our old files, the beautifully printed and ar- 
ranged menu of the Second Annual Banquet given at the Hotel Jefferson, Fri- 
day, December 13th, 1907. Many of our readers will no doubt be interested in 
the “toasts” which are reprinted from this menu, below: 


AFTERTHOUGHTS 
Dr. G. F. Bowman, Toastmaster 


“Orthodontia’ Dr. Rolof B. Stanley “The Ladies’ Dr. J. D. McCoy 


Dr. F. B. Noyes 


We first learn to play with it academic- 
ally, as the magnet was once a toy, then 
we see in the heydey of youth and 
poetry that it may be true, that it is 
true, in gleams and fragments. Then 
its countenance waxes stern and grand, 
and we see that it must be true. It 
now shows itself ethical and practical. 

—Emerson. 


“The Old’”’ Dr. Richard Summa 


While words of learned length and thun- 
dering sound, 


Amazed the gazing rustics ranged 
around, 

And still they gazed, and still the wonder 
grew, 


That one small head could carry all 
they knew. —Goldsmith. 


“The New” Dr. Martin Dewey 
For still the new transcends the old 
In signs and tokens manifold. 

—W hittier. 


Dr. A. H. Ketcham 
Dr. Martin Dewey 


“The Journal” 


There is a proper dignity and propor- 
tion to be observed in the performance 
of every act of life—Marcus Aurelius. 


Miss G. Mendal 


To gild refined gold, to paint the lily 

To throw a perfume on the violet, 

To smooth the ice, or add another hue 

Unto the rainbow, or with taper-light 

To seek the beauteous eye of heaven 
to garnish, 

Is wasteful and ridiculous excess. 


—Shakespeare. 


Dr. Henry C. Ferris 
Dr. Jas. Hoggan 
Dr. Angle 

Beware when the great God lets loose 
a thinker on this planet—Emerson. 


“Dr. Angle” 


“The School’ Dr. Wellslake Morse 
Miss Anna Hopkins 


Our hearts, our hopes, are all with 
thee— 
Our hearts, our hopes, our prayers, our 
tears ; 
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MOST complete and satisfactory study of the mammalian dentition is 

presented in Dr. Todd’s new book. More than 100 pages are devoted 
to a consideration of the environment, evolution, and dentition of the lower 
vertebrates ; the ancestry of the mammalia; the relation between life habits and 
dentition; and a chapter each on the insectivora and the primates. There are 
also several chapters given to the study in evolution of herbivorous types, one 
devoted to the edentata showing retrogression in evolution, and one chapter 
on the carnivora, illustrating evolutional divergence. The chapters dealing with 
human dentition including the deciduous, with their anomalies, are of great 
interest, dealing with the subject from a paleontological viewpoint. In study- 
ing other families of the primates, the author traces the line of evolution pro- 
gressively from some early or primitive form. In the case of man this has 
been found to be impossible since no human or prehuman type has been dis- 
covered which can, with certainty, be assigned to a period more remote than 
the early glacial epoch. The earliest authentic example of the human race, 
known as the Heidelberg man, is known only from the mandible. A detailed 
description is given of this and other early examples of dentition. In the 
chapter on anomalies of human dentition the author deprecates the fact that 
dentists have not made a more careful investigation into the causes of varia- 
tions in number, position, and form of the human teeth, as too often the valu- 
able data to be obtained only by him are lost or destroyed in consequence of 
the tendency to consider these anomalies merely as freaks. 

The statement is made that variations in position of normal teeth are always 
of pathological origin, which, if true, is of great practical significance and espe- 
cially so to the orthodontist. Chapter XX is devoted to a study of the roots 
of teeth, which are said to be less subject to environmental changes than are 
the crowns, though even here changes are noted, the bicuspids in the anthropoid 
having three roots, instead of one, as in man. ‘The relative shortness of the 
roots in human teeth is also the exact opposite of that found in the orang-outang. 
The volume closes with an interesting chapter on the evolution of types, in 
which the author concludes that modifications in dentition are in part the ex- 
pression of hereditary constitutional factors, concerning which nothing is at 
present known. 

The volume contains 100 illustrations and a complete and very satisfactory 
index. For the student of mammalian dentition the book can be highly recom- 
mended. 


Alumni Society of the Dewey School of Orthodontia 


The Alumni Society of the Dewey School of Orthodontia will hold their next annual 
meeting in St. Louis, March 6, 7, and 8. The usual high standard of the meetings of this 
society will be maintained. All interested in Orthodontia are welcome. Address com- 
munications to Dr. George F. Burke, 731-43 David Whitney Building, Detroit, Mich. 


*An Introduction to the Mammalian Dentition. By T. Wingate Todd, M.B., Ch.B., Manc.; F.R.C.S., 
Eng.; Captain, Canadian Army Medical Corps; Henry Willson Payne Professor of Anatomy in the Western 
Reserve University, Cleveland, Ohio; Formerly Lecturer in Anatomy Victoria University of Manchester, 
England. C. V. Mosby Company, Publishers, St. Louis, 1918. 280 pages, 100 illustrations. Price, $3.00. 
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